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CONSERV 


In intra-nasal surgery the pendulum has 
swung both ways, from exceeding conservatism 
to extreme radicalism. Today it is following 
the tendency of all surgery among the more 
skilled diagnostitians and technicians to con- 
servatism. Both extremes may be highly at 
fault and be attended with serious and perhaps 
disastrous results to the patient. 

Two things conspired to make early intra- 
nasal surgery more or less conservative. First, 
a lack of knowledge of the pathology of intra- 

nasal conditions, and Second, an insufficient 
training, and hence poor technique in intra- 

nasal surgery. Who would claim that con- 
servatism based upon such grounds was always 
to the best interest of the patient, unless it is 
claimed that it was the best that might be 
had under existing circumstances. 

The advent of cocain and adrenlin and a 
thoro understanding of their proper applications 
in intra-nasal work was almost revolutionary 
in the hands of the skilled rhinologists of that 
time. Intra-nasal examinations came to be 
made with a skill and accuracy never before 
dreamed of, and rapidly led to a clearer in- 
sight into and understanding of intra-nasal 
anatomical structures with their proper relat- 
ions, and enabled the surgeon so much better 
and with much greater ease to himself, and less 
discomfort to the patient, to study the normal 
functionating nose as well as the gross pathology 
which might be present. 

Of even greater moment to the advance in 
thinology with the use of cocain and adrenlin 
was the use of these drugs to accomplish pain- 
less and bloodless intra-nasal operations. This 
proved an especial boon in rhinological work 
because of the special difficulties attendant 
upon this class of surgery under general anaes- 
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thesia, and where bleeding had hitherto been 
so hard to control. With these valuable aids 
to his work, the nasal surgeon began to under- 
take and to accomplish intra-nasal surgery 
which previously had been rarely attempted, 
if ever successfully, done, so that in a few 
short years the status of the rhinologist was 
completely changed. From a physician with 
about 5% of his work surgical and 95°% medi- 
cal, until today we call him a surgeon and he 
is eligible to fellowstip in the “American Col- 
lege of Surgeons”, with perhaps 75° of his 
work surgical and 25° medical. No one, we 
think, will claim that this change is due to a 
change in intra-nasal pathclogy, w!ich today 
calls for surgical rather than mecical treatment 
Neither, we believe, will any cone 2ttempt to 
prove that the end results of present day rhino- 
logical work are not far better than they were 


in the earlier period 


One of the most important things that 
attended this remarkable change was the ex- 
treme radicalism which developed in the hands 
of the bolder surgeons, and was all too freely 
copied and emulated by the great body of 
aspiring rhinologists. 

These extreme radical procedures reached 
their height about 190€ and 1°07, and there 
can be no doubt but many very unfortunate, 
if not serious results, were obtained because of 
it. For a time it almost looked as tho every 
normal physiological function of the nose was 
to be wholly disregarded, and that intra-nasal 
structures were mere accessories—mucous mem- 
brane, turbinates and all—to be removed at 
will, to satisfy the whim of the rhinologist for 
radical intra-nasal surgery. 


The gross atrophic pathology, as well as many 
other serious pathological and functional dis- 
turbances which followed this work, was bound 
sooner or later to call a halt, and the pendulum 
began to swing back to saner and more con- 
servative work. 

What do we mean by “Conservative intra- 
nasal surgery’? We would state that it is 
surgery which is necessary to overcome all 
pathology related to the nose without destroy- 


257 














258 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


ing any portion of normal functionating tissues 
which of necessity need not be sacrificed. 

In all our intra-nasal surgery we should keep 
constantly in mind the normal anatomy and 
the physiological functions of the nose. These 
are, olfaction, respiration with the warming and 
moistening of the inspired air. It is very 
essential that the nose be sufficiently open for 
the proper passage of air, but not too open, as 
this tends to render the inspired air dry and 
cold and causes the mucous membrane to be- 
come atrophied. 

Conservative intra-nasal surgery does not 
necessarily mean less surgery, but it positively 
does imply intra-nasal surgery done in such a 
manner as not to destroy or interfere with normal 
functionating intra-nasal structures. 


1. Surgery of the turbinates. The function 
of the turbinates is a very important one. 
They markedly increase the surface area of 
the inner nose and the normal mucous mem- 
brane acts as a radiator for the warming and 
moistening of the inspired air. Reckless re- 
moval of the turbinates, wholly or in part, is 
bound to induce serious pathology which can- 
not be overcome later, either by surgical or 
medical treatment, causing atrophic rhinitis, 
chronic pharyngitis and bronchitis. Not only 
should we guard against the destruction of the 
turbinates themselves, but a reckless destruction 
of the mucous membrane covering the turbi- 
nates by the careless use of the cautery is 
quite as disastrous. The inferior turbinate 
should seldom be interfered with surgically. 
If the posterior end becomes chronically swol- 
len or hyperplastic and hence interferes with 
the function of the eustachian tube, this may 
be removed without damaging the function of 
the turbinate itself. If the entire turbinate be- 
comes hyperplastic, as rarely happens, only the 
swell-body should be carefully removed, and 
the function of the turbinate is left undisturbed. 
In hypertrophic rhinitis, where the inferior 
turbinate is involved and it is found necessary 
to use the cautery, the greatest care should be 
had to destroy as little as possible of the 
mucous membrane, and hence not disturb the 
function of this important structure. We can- 
not stress too much the preservation of the 
inferior turbinates. 


Rhinologists continue to deal more or less 
recklessly with the middle turbinates, and yet 
we are convinced that their function is quite 
as important as that of the inferior turbinates, 
and every observation leads to the conclusion 
that much unfortunate post operative path- 
ology develops as a result of the reckless re- 
moval of these structures. Owing to the fact 
that the frontal sinus, the anterior ethmoids 
and the maxillary sinuses open into the middle 
turbinate has often seemed to render necessary 


the removal of this structure as a whole or in 
part in infections of these sinuses. If such a 
condition prevails, we are absolutely opposed 
to the removal of the entire middle turbinate. 
Every bit of the turbinate that it is possible 
to leave and still establish proper drainage 
should be left, and personally we find it pos- 
sible in many cases to do a complete exenter- 
ation of the anterior ethmoids and probe the 
frontal sinus and still leave the middle turbi- 
nate intact. In such instances we find that 
the cases get along much better and we are 
not bothered with the long and persistent 
scabbing which often follows the radical eth- 
moid operation, with the removal of a whole or 
a part of the middle turbinate. Of course the 
middle turbinate being a part of the ethmoid 
it may be diseased along with the other ethmoid 
cells and of necessity need to be removed. 
This can easily be determined before beginning 
our operation. We would insist,however, that 
it is by no means necessary to remove the 
anterior portion of the middle turbinate in all 
cases of radical anterior ethmoid operations or 
to make it possible to probe the frontal sinus. 


2. Regarding operations upon the nasal 
septum. From our observation we are of the 
opinion that they should be done more often 
rather than less often than they are now being 
done, and still the rhinologists would be 
conforming to the admonition of this paper, 
namely “Conservative Intra-nasal Surgery”. 
In view of the fact that sub-mucous work 
properly performed, can be done upon the 
septum and the normal functions of the nose in 
no sense interfered with, we firmly believe that 
this should be done, not only for pathological 
deflections, exostoses and ecchondroses of the 
septum, but often to establish patency in the 
nose when the turbinates are more or less hyper- 
plastic or hypertrophied, as the septum, tho per- 
fectly straight has become much thickened from 
hyperplasia or hypertrophy. In these cases, 
by the thinning of the septum, you can often 
restore the normal patency of the nose, so 
that the turbinates need not be interfered 
with, and the normal functions of the nose are 
not permanently disturbed in the least. 

We are firmly convinced that all septum 
work, when it is at all possible, should be done 
sub-mucously, and would urge that the turbi- 
nates never be interfered with, if a nose can 
be rendered normally patent by thinning a 
thickened septum by means of a sub-mucous 
resection. 

Many of you may not agree with this paper. 
We are giving you simply the results of our 
own observation and experience and in our 
hands post-operative atrophic changes have 
proven so unfortunate and unyielding to treat- 
ment, that we feel convinced that too much 
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care cannot be had in all Intra-nasal surgery, 


to enable us to avoid these unfortunate 


sequelae. 
506-8 Colcord Bldg. 


‘ Discussion 

Dr. E. S. Ferguson, Oklahoma City. 
| thoroughly agree with Dr. Todd in his state- 
ment that the turbinate bone should be left in 
the nose if it is possible to leave it. I have 
seen irreparable damage so frequently by the 
removal: of the turbinates, whether it be the 
middle turbinate or the inferior turbinate. 
Apparently we get much greater damage to 
the phy selentesl adiien of the nose by the ex- 
titpation of, the inferior turbinate. However, 
it is quite necessary, frequently, to do some- 
thing with the inferior turbinate, whether that 
be cauterizing or removal. In the type of 
cases where there is a true hypertrophy of the 
inferior bone, where the lower edge of the 
turbinate is pressing against the floor of the 
nose, there is nothing to do but remove that 
aft of it, but the practice of some rhinologists 
in taking a pair of keavy nasal forceps, grab- 
bing the turbinate and twisting it out which 
was déne a few years ago and still is done by 
a few men, is a very pernicious practice. There 
is no question but that there has been too great 
sacrifice of the normal, nasal tissues in those 
cases where operation is required. Instead of 
taking off enough of that part of the turbinate 
which is diseased or enough to give the proper 
areation, the tendency was to take out the whole 
thing. There is where the danger lies. The 
atrophy which follows the removal of turbinate 
bones is incurable, in my opinion. The only 
thing to do and the only hope for the patient ts 
constant cleansing with some stimulating so- 
lution to keep up any comfort whatever. The 
ideal operation in a number of those cases 
where there is a marked bend of the bone to one 
side is the sub-mucous resection, and by proper 
operation the tissues return to the normal 
condition in numbers of cases without inter- 
fering with the turbinates, or, if surgery, 
very little—slight cauterizing or maybe the 
removal of a slight part of the enlargement. 

Dr. Todd's suggestion that as little of the 
mucous membrane be removed in intra-nasal 
surgery as possible, is an excellent one. That 
mucous membrane is required for the proper 
functionating of the nose and should be re- 
tained wherever possible. Even in the removal 
of the turbinates it is not necessary to remove 
all the mucous surface covering that turbinate 
and I wish to emphasize what he said, and that 
is to preserve, if possible, the mucous coyering 
of the nasal bones. 

Dr. W. T. Salmon, Oklahoma City: Mr. 
Chairman, I do not entirely agree with Dr. 
Todd—that the nasal septum is entirely at 


fault with all turgid conditions of the turbinate 
bodies. This being a part of the nasal cavity 
there is no reason why that could not become 
diseased just as well as the septum. I| think 
that we are doing too much work upon the 
septum. If you have a crooked septum 
or an enlarged septum which is there making 
pressare, a sub-mucous or some other operation 
is justifiable. If we have a turgid condition 
of the turbinate bodies, other conditions being 
normal, some operation on the turbinates is 
indicated. But it is not necessary to remove 
them unless there is a diseased condition of 
the bone. It has been my practice for a long 
while to do sub-mucous operation upon these 
bodies, to dissect the mucous membrane as far 
as possible, and I have a special curet—I never 
saw one like it—that I use. It is not exactly 
what I would like to have, but | go in there and 
curet everything down to the bones and let 
the mucous membrane fall down. 


There is another condition which this paper 
did not mention, but speaking of conservative 
surgery, it is appropriate to mention the many 
unnecessary operations for adenoids. We 
started out to educate the public upon adenoids. 
I think they are over educated. | think that 
the laity have learned, through the newspapers 
and other periodicals, that there is such a thing 
as adenoids and they believe any condition 
they may have of the nose, whether turbinated 
bodies or the septum, is all due to adenoids and 
I think. thousands of cases have been operated 
on for removal of adenoids where there were 
no adenoids. Not only do specialists do it but 
the general practitioner and the surgeon, and 
they are getting in the habit of going in there 
with the curet and taking out all that mucous 
membrane. | have seen a number of cases 
who had atrophy and the glazed condition of 
the mucous membrane of the throat following 
an unnecessary operation for removal of ade- 
noids. I have had patients come to my office 
for diagnosis and | have advised them that they 
did not have adenoids. | know that some of 
them afterwards were operated upon for 
adenoids. I have seen them afterwards and 
they were in a much worse condition for having 
had adenoids removed where there were no 
adenoids, than they were before. 


Dr. A. L. Guthrie, Oklahoma City: Mr. 
Chairman and gentlemen, the doctor’s reference 
to the turbinates is exactly my opinion on the 
subject. I think that the turbinates should 
rarely be interfered with. I disagree with his 
statement that he believed there should be 
more septal operations. I think we are doing 
too many septal operations as well as too many 
turbinate operations. There has been a tend- 
ency in routine nasal examination—eye, ear, 
nose and throat examination—when we find a 
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nasal spur or deflected septum, to tell the pa- 
tient immediately that + om should have an 
operation upon the septum. I think that is a 
mistake unless there are definite symptoms at- 
tributable to this deflection or exostoses or what 
not. For example, in the aged, people fifty years 
of age or over, who come in with deflected sep- 
tums or distinct spurs on the septum, unless we 
know that this is causing an interference with 
the proper currents of air or the proper drain- 
age of secretions, unless we are absolutely 
satished this is the case, these patients should 
be left alone as they invariably will be worse 
after the operation than they were before, 
regardless of the type of operation you perform. 


The patients who have a slight atrophy on 
one side with an apparently normal nasal cavity 
on the opposite side ,or possibly a hypertrophy, 
breathe better through the poe Anes yor than 
they do through the atrophic side. In my 
opinion these are not cases for operation. | 
am satished we are over-doing all intra-nasal 
operative work, especially septal work. There 
has been too much of a tendency to operate 
on everything that is apparently abnormal 
about the septum. 

Dr. A. W. Roth, Tulsa, Mr. Chairman, I 
have seen several sub-mucous operations several 
years after the sub-mucous operation has been 
performed and,theyjcertainly do not all come 
out with such perfect results as might be desired. 
‘They are very frequently complaining of the 
scabs that form around the line of incision 
and are annoyed for years after, and these 
cases are coming in from everywhere two or 
three years after the sub-mucous operation. 


My experience with my little work on the 
turbinate has been such that it does not justify 
me in leaving the turbinate alone all the time. 
| think that the inferior border of the inferior 
turbinate can be removed and wonderful 
benefits derived from it and no ill effects, and 
1 also believe, firmly, in the cautery of the 
inferior turbinate with splendid results and no 
ill effects. 


Dr. T. W. Stallings, Tulsa; I think one 
of the great indications for sub-mucous 
resection is the salpingitis and interference with 
the hearing and as far as the results of a sub- 
mucous is concerned, it depends a great deal 
on the character of the operation and the oper- 
ator as much so as it does on the operation 
itse'f. A great many of our operators are not 
thorough enough in their removal of their tissue. 
They do not remove enough of the hard tissue; 
they do not go back far enough; they do not 
get their ridge and they tear their tissues very 
severely and that always leaves the scab Dr. 
Roth speaks of and it always leaves the nose 
in that chornic condition he speaks of. How- 
ever, vou will see a great many of those cases 


that have been operated for atrophic rhinitis 
and those cases are always injured by a sub- 
mucous resection and they should never be. 
Of course, you have got to know the history 
of your case from the beginning to know how 
much results you may expect to get and should 
be expected. The operator, the condition of 
the nose to start with and the tendency of your 
patient, climatic condition and many other 
things will influence the nasal mucous mem- 
brane. The patient may be subject to rhi- 
nitis of the hay fever variety and those things 
that will give you a hypertrophic condition 
that varies at times. You may see the patient 
some time when he is doing fine and you may 
see him later when he is having serious trouble. 


I had an interesting case the other day. A 
gentleman who had been handling one of these 
pollen insect powders who gave a history of 
every time he used it he developed hay fever. 
I don’t think | ever heard of that before and 
I had never associated the insect powder with 
the hay fever infection before, however, | 
realize it was of the pollen base. In fact, | 
never had such a direct history on those con- 
ditions. It is one of the insect powders—it 
would not be fair to say which it was,but they 
are all of the same base—they are all of the 
pollen base. 


As far as the difference in the two nostrils, 
this gentleman here (Dr. Guthrie) spoke of one 
side being hypertrophied and the other side 
being normal. The hypertrophy is always on 
the concave side, evidently an attempt on 
nature’s part to balance the breathing spaces 
of the two sides. 


Dr. C. M. Fullenwider, Muskogee: Dr. 
Stallings mentioned one thing that wasn’t in- 
cluded in the paper but I think it will probably 
bear a little discussion, and that is the effect 
of the intra-nasal operations on the hearing. 
I think in the past, at least, we have been a 
little bit too free to promise improvement to 
these people with considerable grades of deaf- 
ness by means of a nasal operation. There is 
no question, probably, that correction of the 
nasal deformities and obstruction, if done early 
enough, has a very marked influence on the 
hearing, and there is no question but what, in 
many cases, they are the entire etiology of the 
deafness. But on the other hand, when deaf- 
ness is established and when you have your 
changes in the tube and more especially in the 
tympanic cavity itself, then you need to be 
cautious in promising results to the hearing 
from the intra-nasal operation. In a great 
many cases you are disappointed. You may 
check the changes, or the increase of the change 
may check the increase of the deafness, but | 
think that after the naa have taken place 
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if it is of considerable standing and the changes 
are marked, that they can only look for .- 
appointment in nasal operation. 

Dr. J. E. Davis, McAlester: Mr Chairman, 
| don’t have anything new to say except that 
| want to agree with Dr. Todd regarding con- 
servatism on working in turbinates and to 
emphasize what he said. I think the greatest 
crimes in surgery are done on the nose on the 
turbinates. Any excuse seems to be sufficient 
for some men, unfortunately. I want to refer to 
a case I have seen recently of a malignancy 
involving the antrum and ethmoid and the 
tear sac and all those parts which,unfortun- 
ately, was operated on some six months ago. 
The middle turbinate was removed and, I sus- 

ect, the ethmoid cells curetted. This case 
ie progressed very rapidly since then and 
she has been taking radium and X-ray treat- 
ments recently but has not improved at all. 
| don’t know what the Rochester treatment 
would do in this case or what it would ac- 
complish—that is, going into the interior 
with the soldering iron, cauterizing it and 
then introducing the radium into the antrum 
and perhaps that might be of some value, but 
I believe the patient’s death is being hastened 
by the fact that she had an operation. 

Dr. M. K. Thompson, edheaee: Mr. 
Chairman and gentlemen: I hesitate now to 
discuss this paper because I haven’t heard the 
discussion, but | do want to commend Dr. Todd 
on the excellent paper he has written and it is 
something that we all know is needed—I don’t 
believe as badly as it was several years ago 
because I believe the pendulum has begun to 
swing backward and, as Dr. Todd says, we 
have been doing agd seeing too much of this 
reckless destruction of tissue in the nasal cavity. 
We destroy anatomy there that is essential 
towards the proper breathing and proper use 
of air and even now we hear very frequently of 
some one saying if they will have the turbinates, 
especially the lower turbinates, removed, it will 
stop that ringing in the ears. I have seen 
several cases of it recently where the people 
have been guaranteed the fact that if the mae 
nates are removed the ringing in the ears will 
stop where they have become hard of hearing, 

have never seen a case of that kind where 
they would get any permanent cessation of this 
ringing, especially inasmuch as the ringing is 
due to probably an internal trouble rather 
than a middle ear trouble. So I fail to see why 
or where this ringing would cease permanently 
by the removal of the turbinate bone and I 
believe, as Dr. Todd has brought out, that we 
must be very careful in removing these turbi- 
nate bones and this reckless operation in the 
Nose. 

Dr. H. Coulter Todd, Oklahoma City: 
Closing. Dr. Ferguson’s statement that there 


are cases of hypertrophic rhinitis that the 
turbinates must be operated, is very true indeed. 
That is the type in which I said that | thought 
if it is absolutely necessary to operate these 
cases I think the swell-body of the turbinate 
is the only part that should be removed. 

Dr. Salmon misunderstood me entirely. | 
realize that in listening to a paper on an occasion 
like this that it is very difficult to grasp the 
entire thought of the paper and we are liable 
to be misunderstood. I did not state, nor did 
I want to imply, that the nasal septum was at 
fault always or at most times in cases of turges- 
ence of the turbinate bodies. The point | was 
trying to bring out was simply this;-that when 
you have a nose that is not normally patent 
so that the patient can not breathe through 
that nose, the functions are disturbed and 
drainage is interfered with. We often can 
render that nose perfectly patent by thinning 
a thickened hyperplastic or hypertrophied 
septum by doing the sub-mucous, leaving the 
turbinates absolutely alone notwithstanding 
the fact that there may be hypertrophy or 
even hyperplasia of these bodies. 

Dr. Guthrie said there were too many septum 
operations. That may betrue. Nevertheless, 
I will staté that a septum operation, if done 
with care and good technique, does the least 
harm intra-nasally of any operation we do. 
You do not disturb the balance in nasal con- 
ditions; you do not destroy the mucous mem- 
brane of the nose and after you are through 
you have the normal, functionating membrane 
there still. 


Dr. Roth’s statement about the scabs follow - 
ing the sub-mucous. I have to agree with Dr. 
Stallings that I can not help but believe that 
the operator has had a te» rec Either he 
has gotten some infection and the mucous 
membrane has sloughed and scar tissue has 
developed or he has damaged the mucous 
membrane so that its function has become 
destroyed. I have never seen that tendency 
in a septum where the sub-mucous was done 
with the perfect results that ought to follow 
a perfect technique. 

I realize the value of the cautery that Dr. 
Davis speaks of and yet I wish I could get 
away from its use entirely. I will grant that 
the patient is mightily relieved and very happy 
over the results for a year or so, perhaps, but 
if you are not exceedingly careful you are going 
to get the same atrophic changes with the use 
of the cautery that you do from the other 
types of surgery 


I appreciate very much the discussion of this 
paper. I tried to bring out some points that 
would lead to the conservation of the intranasal 
tissues, and | hope I made myself understood. 

I thank you. 
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MALIGNANCIES OF THE EYE* 
J. E. DAVIS, M. D. 
McA tester, OKLA. 


The movement for the control of cancer, 
largely one of education of the medical pro- 
fession and the laity, will also have an influence 
on the scientific conception of cancer. It 
makes no discrimination between the various 
forms of malignant new growth, but places its 
emphasis on malignancy. It uses the word 
cancer in its old significance, its still common 
popular sense, to include every tumor or ulcer 
that tends to indefinite extension and to ulti- 
mate cachexia and death. 

For about sixty years, since Virchow pub- 
lished his view of cellular pathology and the 
classification of tumors, the study of malignant 
new growth has run chiefly to the study of their 
cell morphology and the identification of their 
cell ancestry. This has been followed by an at- 
tempt to restrict the term cancer, to make it 
synonomous with carcinoma, a name to desig- 
nate only tumors of epiblastic origin. The can- 
cer cell in the body corresponds to the criminal 
or lunatic in the community. It is no more 
important to trace its ancestry thru the epiblast 
or the mesoblast, than to ascertain whether 
the criminal is negro, Chinese or the degenerate 
offshoot of one of our first families. The crimi- 
nal has lost the character and relation that 
would make him useful and has become a 
menace to the community, so that he must be 
removed from it. .So the cancer cell has lost 
the characteristic of the gland cell or endo- 
thelium, has reverted to the tendencies of 
some very low and primitive form, throwing off 
the restraints of all higher organization; and 
must therefore be removed from the cell com- 
munity. It is not most important that a man 
is white or black or yellow if he is criminal; not 
most important that a cell is epiblastic or 
meoblastic if it is essentially malignant. 

Malignancy seems gradually to develop in 
cells that have gotten out of the line of function- 
al usefulness—the gland cells of the breast, the 
papilloma of the lids or corneal limbus, or 
perhaps even the chronic chalaziom. The prac- 
ical attitude is to regard every cell mass as a 
possible breeding place for cancer, and remove 
it before any cells with a distinctly malignant 
tendency have developed within it. 

A tumor of the choroid is almost always a 
sarcoma. It is very seldom-+that any other 
form is met with in practice. It happens oc- 
casionally that a metastatic carcinoma develops 
in the choroid; in. these cases the primary 
growth is usually situated in the breast; it is 
found less often in the internal organs. As 


*Read in Section Diseases Eye, Ear, Nose and Throat, 
Annual Meeting, McAlester, May, 1921. 


regards other intraocular growths sarcoma is 
easily differentiated from them as a rule. 
Glioma is a disease of early childhood, while 
sarcoma is met with in the advanced years of 
life. The picture presented by the amaurosis 
of glaucoma is not the same. 

The prognosis is always grave. We never 
know. with certainty whether the tumor cells 
have been carried already into the internal 
organs or not. Metastases have been known 
to appear.even years after an early eneucleation. 
On the other hand, some patients are completely 
cured after the operation: 

The only malignant tumors met with in 
the conjunctiva are epithelioma and sarcoma. 

An elderly man states that something has 
been growing over his eye for several months. 
It was noticed first by members of his family, 
but he paid no attention to it, until recently, 
when it began to grow rapidly and to interfere 
with. his vision. 

On the inner side of the eye near the margin 
of the cornea is a flat, whitish gray, fairly 
frm growth which has. involved. a great part 
of the conjunctiva bulbi. There is no ulcer- 
ation. Thelgrowth moves back and forth with 
the conjuctiva, but is firmly adherent to the 
limbus,'whence it extends into the cornea where 
it is absolutely immovable, if the age of the 
patient fis taken ,into consideration with the 
fact that {the tumor is growing and menacing 
the vision, it becomes evident that it is a malig- 
nant tumor. 

The malignant tumors met with on the eye- 
lid are carcinoma and sarcoma. 

In the year 1915, a lady 50 years old called 
at my office. She had had « carcinoma of the 
lower lid for about two, years. Someone had 
used arsenic paste and this had increased in- 
volvement of the ¢enjunctiva and cornea, also 
the upper lid. The patient was blind in the 
eye. I did an exenteration of the orbit, re- 
moving the eyelids and.skin from around the 
eye, on the temporal side the skin was removed 
to the hair line. The cavity all filled in by 
granulation skinned over, and the last | heard 
the patient was still living, without recurrence 


Glioma is a malignant neoplasm that starts 
upon the retina. The first clinical character- 
istic of the tumor is that it is met with exclu- 
sively in early life. Ordinarily it occurs during 
the first four years. This indicates a congenital 
predisposition of this form of tumor, which is 
also suggested byfits second characteristic, its 
appearance in families. Glioma is one of the 
most malignant of tumors and the diseased eye 
must be enucleated as quickly as possible. 

One of my cases was a boy six months old. 
The mother first noticed the eye was yellow, 
and the father jokingly said he.was cock-eyed. 
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Soon after noticing the yellow color in the 
eye, the mother made a visit to the child's 
grandfather, and he was a physician, but he 
did not think it anything serious, but after 
visiting him for a month he decided to have 
the child’s eye examined. The eye was enucle- 
ated, but the child soon had a recurrence and 
died. 

Another case was a boy four years old. His 
family physician consulted me in regard to the 
eye, thinking he had cataract. but when I ex- 
amined the eye | told him it was glioma, and 
advised immediate enucleation. The father 
was not satished, and consulted another occulist 
who said it was not glioma, and did not oper- 
ate. About two months later, he decided it was 
glioma, enucleated the eye, but the child had 
a recurrence and died. 


Discussion 

Dr. M. K. Thompson, Muskogee: There 
is no question but what all of us have been 
unfortunate enough to have a great many of 
these cases of all kinds and it would not do for 
me to undertake to tell about some of them 
but there is one I would like to speak about. 
This was a gentleman past sixty who had been 
under treatment for some time and had been 
advised to have his eye enucleated. Finally 
after the entire lower lid was gone and the 
eye-ball itself was . badly eaten, he decided 
to have it worked « He was suffering a 
great deal of pain, very nervous, not able to 
sleep, running a temperature of anywhere from 
one to three degrees and he lived in a neighbor- 
ing town and | consented to go over there and 
remove his eve. I took along with me some 
of these soldering irons. After looking it over 
I decided that would be the way I would enu- 
cleate it, with the soldering iron cautery. We 
anaesthetized the man and began to use those 
irons. Had three of them. We would heat 
them over a gas stove and have them pretty 
hot. We burned away the entire orbital cavity, 
the lids and all as both of the lids—one was 
gone and the other lid was badly destroyed, or 
partially so. It took an hour and a half and 
if you have never done one of these operations 
you don’t know what you are up against, 
in burninig away the entire contents of the 
orbital cavity, and that was something more 
than an eye. He had no more shock than 
he would have had had we enucleated the eye. 
He was up and went home from the hospital 
the next day and made an uneventful recovery, 
went back to work and has no indication 
of a return or recurrence and is doing nicely 
and so far the operation is a success; the 
patient still lives. 

But I have had several unfortunate cases 
of glioma in children, it is a condition 
that must be attended to at the earliest period 


possible. | make it a point, especially in elder- 
ly people when they come for examination 
of the eyes and fitting glasses, to look into the 
eves and find if there is any sign of a tumor 
I have been fortunate enough, or unfortunate 
enough, to locate one or more that had been 
overlooked and in that way believe I have 
saved a few lives, so I think, in examining 
people past the age of forty, we must 
be careful to look inside the eye at every oppor- 
tunity for examinining for change of glasses, 
especially if they have had some frequent 
changes for these tumors and advise, usually, 
an early removal of the eye. Most of these 
tumors, as we know, that develop in the eye, 
are of cancerous nature. The paper appe -aled 
to me because | too have been unfortunate in 
having, in a number of different forms. 
malignant growths of the eye, both 
external and internal and have had results like 
the rest of you; sometimes very poor, but 
that is what we expect of those cases, as a rule. 

Dr. W. T. Salmon, Oklahoma City: I would 
like to add this. In malignancy of the eye or any 
place else, early diagnosis and treatment, 
I think, is important. We know that in every 
malignant tumor, if diagnosis is late, it is going 
to be fatal, but a large per cent of these patients 
if seen early, all diseased tissue removed and the 
radium treatment applied, many of them 
have a chance to get well. Unfortunately, 
they don’t come to us early. If we could im- 
press on the people and teach them that when 
things like that occur if attended to immediately 
they have an opportunity which is far better 
than waiting for a long time. The end is 
surely fatal if procrastination occurs. 

Dr. W. Albert Cook, Tulsa: Dr. Salmon and 
Dr. Thompson brought out a point which 
is of the greatest importance in these con- 
ditions and that is early recognition. | 
think Casey Wood claims there is about 
one case of sarcomatous infection of the 
eye in every ten thousand eye patients of the 
regular run that come through and we may 
overlook several of those. Lots of times the 
only thing will be a little bulging of the retina 
on the inside of the eye-ball which is discovered 
with an opthalmalscopic investigation. The 
patient is not cognizant of there being anything 
there and these conditions, so many of them, 
if they are discovered early and extirpated, will 
be cured, that is, if they are conjunctival or 
bulbar and if they are in the choroid where 
the majority of them appear, then enucleation 
of the eye-ball will often prevent a recurrence. 
But if they are allowed to go we will get the 
metastatic condition in other parts of the body. 


| have had some of these epitheliomas that 


I have gotten early and removed them thoro- 
ughly and have had very good success. I had 
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one case in particular, | remember, of sarcoma. 
It was located in the arch of the orbit and 
seemed to be perfectly localized and I removed 
it and | got a healthy scar, to all appearances. 
The patient moved away. About two years 
afterwards I got a letter from him saying it 
had developed again over the supra-orbital 
plate, involved the eye-ball so that it was 
necessary to eneucleate the eye and also 
remove a portion of the bony arch of the orbit. 

Dr. Davis: Closing: I certainly enjoyed 
the discussion of this paper. In regard to 
glioma, | think that we should all speak to 
general practitioners because there are many— 
glioma is such a rare disease that many of the 
general practitioners never think about it and 
probably never saw a case and it is just like 
this little child I was speaking of. Grand- 
father had never seen a case of glioma and he 
had the child for a month before he attempted 
to examine him. So | think in our medical 
societies we should discuss glioma so that 
the general men will think more about it 
and when they see an unusual condition in the 
eye they will have the eye examined. 

In regard to the case in which | did the exen- 
teration of the orbit, | haven’t heard of the case 
for about a year. About a year ago she was 
still living without recurrence but this was a 
case where the whole lower eye lid was gone, 
the conjunctiva and cornea involved, about 
half of the upper eyelid was gone. We removed 
the periosteum and the skin way down on the 
face about like this (indicating) coming out 
here to about the hair line and about one half 
of the eye brow coming up more like this 
(indicating) it was an awful looking case 
after the operation, but it all healed and granu- 
lated and skinned over nicely and was looking 
well the last time I saw her. 

Chairman Westfall: 1 think this subject 
Dr. Davis has just been talking to us about 
is one of the most important we have 
today for the reason, if for no other, than, 
being one of the rarer conditions, we are more 
or less likely to be caught off guard and it 
will keep us thinking about the condition and 
probably be of a good deal of help to us in 
that way. 

At this time I want to taxe the opportunity 
to thank the men who have made this meeting 
today possible. I think there has been a very 
successful and a very instructive session. The 
discussion has been good, to the point and the 
the discussion has not been discussed. 
SPINAL FLUID IN CONGENITAL SYPHILIS 

Ihe study of selected cases, made by Lyle B. Kingery, 
Ann Arbor, Mich. (Journal 4. M. 4., Jan. 1, 1921), 
emphasizes the important frequency with which cerebro- 
spinal involvement is associated with prenatal syphilis. 
Che importance of the routine lumbar puncture ts again 


urged, not only because of its immediate value as a diag- 


nostic procedure, but also on account of its influence on 


the ultimate prognosis in a given case. 


THE PNEUMOCOCCUS IN THE EYE, 
EAR, NOSE AND THROAT.* 
EDWARD F. DAVIS, M. D., F. A.C. S 


OKLAHOMA CITY, OKLAHOMA 


The Pneumococcus—also called the Strep- 
tococcus or Diplococcus Pneumoniae, Micro- 


* coccus Lanceolatus and Pneumococcus of 


Fraenkel—is a small elongated coccus occur- 
ring in pairs or in short chains. It is non- 
motile and has no flagellae. When grown on 
certain media, it frequently shows a_ well 
marked capsule but this generally is absent 
when grown outside an animal body. Growth 
on ordinary media is slow and certain strains 
appear to be incapable of propagation. 

The best culture media contain human or 
animal serum—ascitic or pleuritic fluid ete. 
Temperature range for growth is restricted to 
27 to 42 degrees C. and the culture may die 
in a few days although, in the above named 
fluids, they have lived for eight months. In 
dry sputum, the organism has existed for fifty- 
five days but life in dry dust is short—only a 
few days. 

The Pneumococcus may be found on all 
mucous membranes but it is most common on 
those of the respiratory system. It occurs in 
the blood also and may be found in many of 
the internal organs. While pulmonary in- 
volvement produces Pneumonia, infection of 
other mucous membranes ts followed by a more 
or less typically superficial, though obstinate, 
inflammation showing no tendency to invade 
the lungs. 

In Pulmonary infection, it is present in the 
blood in from 90 to 95%. There is a resem- 
blance between the Pneumococcus and_ the 
Streptococcus Pyogenes and it is stated by 
Rosenow that the Streptococcus Hemolyticus, 
in certain growths, may be converted into 
the Pneumococcus and vice versa. Although 
the Pneumococcus has some of the character- 
istics of the Staphylococcus and the Strepto- 
coccus, the results of infection usually are 
much milder. The simple “cold in the head” 
often is caused chiefly by this organism. 

During the past few years, since Influenza 
has been so prevalent, pneumococcic infections 
of the mucous membrane of the head seem to 
have become more common. It has been 
demonstrated in military as well as in civil 
hospitals and practice that, of all the acute 
conjunctival infections, the Pneumococcus is 
present in more than seventy-five per cent. 
In the majority of cases it is the predominating 
organism. 

Of eye infections, acute contagious conjunct- 
ivitis or “pink eye”’ 1s, by far, the commonest. 


*Read in Section on Diseases of the Eye, Ear, Nose 


and Throat, McAlester, May 18, 1721 
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Formerly, this was supposed to be due to the 
Koch-Weeks bacillus but recent investigations 
have shown it to be due to the Pneumococcus. 
The infectiousness and the contagiousness of 
this condition have been proven by accidental 
as well as by intentional innoculation. The 
history of previous Influenza or Pneumonia in- 
fections— especially with Empyaema—seems 
almost as positive a diagnostic element as the 
laboratory reports of smears and cultures. 

The bulbar conjunctiva shows considerable 
enlargement of the vessels, especially in the 
fornices. The whole eye appears red—hence 
the pernicious term “pink eye”. There may 
or may not be free accumulation of mucous or 
muco-pus and, at times, chemosis. Corneal 
involvement is rare but when it occurs, 
usually it is in the form of moderately 
superhcial ulceration at the limbus. Sub- 
jectively, there is burning and itching of 
the lids in addition to photophobia. Under 
the usual treatment for acute conjunctivitis, 
this form of infection is very stubborn and the 
symptoms, both subjectively and objectively, 
continue or increase until it may appear that 
there is iritis. After a few days, a pure in- 
fection becomes mixed and it is not unusual 
to find such other organisms as the Koch- 
Weeks and the Morax-Axenfeld bacilli. In 
the latter, there may be marked blepharitis 
especially toward the angles of the lids and, for 
this reason, it has been named “angular con- 
junctivitis” 

Pneumococcic infection may appear in the 
new-born and be mistaken for gonorrhoeal 
form. In this connection, it might be well to 
refer to the fact that a vigorous application of 
the Crede treatment as a preventative or 
blenorrhoea neonatorum might produce an 
active muco-purulent condition and cause the 
obstetrician much unnecessary distress. 

Embolic processes may occur in the eye— 
extending from pulmonary conditions—and 
result in a pneumococcic panophthalmitis. 

The nose and throat, while harboring the 
Pneumococcus non-pathogenically. often show 
active infection. In the ordinary “‘cold in the 
head”’, it is possible to find almost pure cultures 
early although the usual companions—Micro- 
coccus Catarrhalis, Bacillus of Friedlander and 
the Influenza Bacillus—appear in a short time. 
The same is true of the pharynx and the tons- 
illar region and, as stated before, these pneu- 
mococcic conditions are much more common 
since the recent epidemic of Influenza. 

A marked characteristic of pneumococcic 
infection of the nose and throat is the lack of 
proportion between the subjective symptoms 
and the local appearances. Usually, in pharyn- 
geal involvement, especially, the mucosa ap- 
pears red, moderately dry and covered by a 


a 
layer of thick tenacious mucus and, particu- 
larly pronounced, is the fact that the subjective 
symptoms are very much aggravated toward 
the latter part of the day and during the 
evening. 

Acute laryngitis may be caused by the 
Pneumococcus in the prescence of other con- 
tributing causes such as exposure, excessive use, 
etc. 

Acute catarrhal otitis media may depend on 
this organism and it is not unusual to find it 
alone in the early stages of suppurative otitis 
media. In this as well as in the nose and throat 
affections, the infection rapidly becomes mixed 
The commonest organisms in the order of their 
frequency are the Pneumococcus, Strepto- 
coccus, Staphlycoccus, Bacillus of Friedlander 
and the Influenza Bacillus. 

Ear infections probably are the most dis- 
astrous of the sequelae of Influenza—aside from 
pulmonary and pleural involvement. It seems 
possible that the frequency of the Strepto- 
coccus Hemolyticus in acute middle ear and 
mastoid infection may be traced partly, at 
least, to the close relationship to the Pneumo- 
coccus. As in throat infection, pain is more 
conspicuous at night. In non-suppurative 
otitis media, with tendency to frequent recur- 
rence, it appears likely that an attenuated 
strain of Pneumococcus may be the cause. 


Discussion 

Dr. C. M. Fullenwider, Muskogee: 1 have 
been rather interested this last winter 
in the pneumococcus, particularly in the in- 
fections of the mastoid, and the middle ear, 
Of course, for several years it has been pretty 
well understood, or thought at least, that infect- 
ion with the streptococcus mucosus practically 
always called for an operation when the process 
was with any severity. I think it is Kerrison 
that says in a case of mastoid infection by 
streptococcus mucosus if the symptoms haven't 
disappeared within two weeks, that is sufficient 
indication for opening the mastoid. I have had 
two or three cases that have made me wonder if 
the close relationship of the pneumoccus and the 
streptococcus mucosus might not make some- 
thing of the same order applicable to the pneu- 
mococcus infection. The first case was a mas- 
toid. This boy had a very acute attack of otitis 
media and I think about twenty-four hours 
from the onset of the attack | opened the drum. 
The case did very well and ran rather the ordi- 
nary course, but there were some mastoid 
symptoms. But they cleared up in the first 
week and then the discharge was a little slow 
in clearing up but nothing particularly unusual. 
After the perforation had been closed for four 
or five days and was apparently all right, the 
swelling and pain recurred. | re-opened the 
drum but the mastoid symptoms increased and 
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within a short time | opened the mastoid. 
This mastoid—I think I| did a clean operation 
on this and I| was as well satished with my 
work as | ever am—and this mastoid healed 
without any complications except that there 
persisted a muco-purulent or rather a thick 
discharge from the antrum. The entire cavity 
filled in,except the antrum,and the tract lead- 
ing down to it. I curetted that antrum a 
number of times. | curetted it thoroughly and 
I came to the conclusion | must have left 
some dead bone behind and I was about ready 
to re-operate the case—this was a pneumo- 
coccus infection and | thought I would try 
the effect of ethyl-hydrocuprine on this case 
1 forced perhaps a half dozen drops of the 
one per cent solution through the antrum into 
the middle ear and down into the eustachian 
tube. The boy complained of smarting for 
perhaps five or ten minutes, but from that 
time on | never had any discharge from the 
antrum. I repeated the injection of the ethyl 
hydrocuprine and had no more trouble with 
the healing. That is the only case I have tried 
with the hydrocuprine. I don’t know whether 
I will find another case of that or not but it 
occurred to me that might easily be worth a 
trial in stubborn cases of otitis media of pneu- 
mococcus infection. 


At the same time | had this I had another 
case that did not develop mastoid but had the 
same sticky secretions and that case was about 
twelve weeks in getting well. 1 would think 
I had the discharge under control and perforat- 
ion closed, or nearly closed, and it would flare 
up again, but that finally got well under ordi- 
nary treatment. But in such cases hereafter 
I think I will try forcing the ethyl-hydrocu- 
prine through the middle ear and force some 
through the eustachian tube. There is no 
question besides being stubborn that these 
cases of mastoid infection of pneumococcus 
can be very serious. 


Thompson and | had a case perhaps 
three months ago of a girl sixteen years old 
who had developed otitis media. She suffered 
intensely for about ten days time. She was 
in the hands of a general practitioner who 
refused to open the drum or allow it to be 
opened and who said it would have a bad result 
if the drum was opened. He left town and 
Dr. Thompson did a parasentisis that evening 
and the next day he repeated the parasentisis. 
That was in the morning and at noon | saw 
her with him. That morning she had developed 
meningitis. A puncture was done and the fluid 
was cloudy or amber color and it showed a pure 
culture of pneumococcus. We opened the mas- 
toid. There was no bulging of this drum and 
there was no pus in the outer layers of the mas- 
toid but in the tip and scattered through that 


mastoid we found necrotic areas filled with 
pus. We opened the middle fossae and opened 
the dura and explored the cerebrum and we 
found no abscesses in the substance of the 
cerebrum, but we found pus between the layers 
ofthedura. These cases have made me wonder 
whether we were giving enough attention to 
the pneumococcus as an infection. Of course, 
these cases won't do to generalize from. 

We ordinarily think, for instance, that the 
staphylococcus is rather a mild organism and 
are not ordinarily afraid of the cranial compli- 
cations of the ear infection from staphylococcus 
and yet I have seen two cases of death from 
meningitis where staphylococcus was_ the 
organism. I don’t know how the rest of you 
do but I am convinced that I do not take 
enough cultures and don’t watch for the organ- 
ism and don’t identify the organism often 
enough in these cases. I think, possibly, if we 
made a routine investigation of that we would 
gain some valuable information. 


Dr. Thompson: I agree with Dr. Davis 
about these organisms, and Dr. Fullenwider 
and I have seen some cases together, but these 
cases in particular | want to explain a little 
further. This girl was dying and she would 
get blue and her respiration was entirely sus- 
pended for a half minute at a time and then 
she would brace up a bit and go on breathing 
and when we took the spinal fluid that relieved 
the pressure somewhat and she began to color 
and respiration was pretty good and we thought 
probably by relieving the pressure on the brain 
we might give her some relief but it was a very 
serious case and in very bad shape when we 
first saw it. I saw it just the evening before 
and I was glad to have some help when I saw 
it. But these eye cases we have very frequently 
and are able to diagnose almost without the 
microscope but sometimes we take them for 
granted. They usually clear up under treat- 
ment and we pat ourselves on the back, but 
they hang on sometimes, too, regardless of all 
you can do, for a long time, and you wonder 
what the trouble is while if we had gotten a 
microscopical examination made earlier we 
might have determined it and saved ourselves 
lots of trouble. 


Dr. R.O. Early: Dr Davis did not take up 
the treatment of these cases and | just want 
to give you the result of a series of cases that 
were run down at Camp Travis while I was 
there by Dr. Stark of El Paso, on pneumo- 
coccus infection of the eye. He used three 
per cent solution of quinin sulphate in those 
cases and he reported his results as clearing 
up from six to eight days with the quinin sul- 
phate and from an average of two weeks with 
the silver nitrate and three weeks from zinc 
sulphate. How much there is in that I do not 
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know. I always supposed there would be a 

recipitate with quinin solution acting as an 
irritant in the eye, but he claims there is not, 
—that all of his cases—and I forget how many 
series he ran of each—cleared up from ten days 
to two weeks and more rapidly under a three 
per cent solution of quinin sulphate than any- 
thing else. I am just giving you the results 
as | remember them. 


Dr. E. S. Ferguson: Mr Chairman, I never 
have seen any benefits derived from the use 
of nitrate of silver or its derivitives in those 
acute conjunctivitis cases of so-called “‘pink- 
eye”. I don’t think that any irritating remedy 
does you any particular good. I can get them 
well in half the time with boracic acid solution 
than I can with nitrate of silver solution. ‘The 
question of quinin sulphate comes up in these 
cases. If it is a pneumococcic infection, like 
a good many of the recent investigators are 
known to believe that a majority of the cases 
of the true pink eye are, then some form of 
quinin is probably advisable. The remedy 
spoken of here, optochin, will act as a specific 
in those cases of true pneumococcic infection 
and | see no reason why you should use quinin 
sulphate which is an insoluble solution, when 
you have this remedy which is so much better. 
I have said before that | am not ready to 
quite subscribe to the fact that all the cases 
that we have been in the habit of calling pink 
eye are pneumococcic infection. That has not 
been the general belief and then we will have 
to get a new name for these cases which are 
pneumococcic and these which are Koch-Weeks 
bacillus infection. The optochin will not do 
any good in the Koch-Weeks bacillus infection. 

Dr. Davis: Closing: I purposely did not 
say anything about the treatment of these con- 
ditions and thought it would be brought out 
in the discussion but | do want to express my 
unbounded faith in the use of ethyl-hydro- 
cuprine hydrochlorid. I haven’t had any 
personal experience in comparing the results of 
its use with those wherein quinin is employed 
in such series as Dr. Early mentioned, but it 
seems to me that in the large number of cases 
of conjunctivitis which were due to the pneu- 
mococcus that we had at McArthur that they 
yielded in much less than eight days and they 
did not have anything but the optochin. 

The question of pink eye, so many conditions 
have been called pink eye that it is a term that 
ought not to be used on account of its indefinite- 
ness. To call it a pneumococcic conjunctivitis 
or Koch-Weeks or something else according to 
the laboratory report is much more scientific. 


There seems to be a very close relationship 
between the pneumococcus and the strepto- 
coccus hemolyticus. They are supposed to be 
transitional forms of the same organism—that 
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is, one may be converted into the other. At 
Camp Taylor where they had so many mastoid 
cases, practically all of them showed the pneu- 
mococcus or the streptococcus hemolyticus and 
it became customary there to open the mastoids 
in all cases of otorrhoea that showed this organ- 
ism, and out of 208 of these cases | don’t know 
of a single mastoid that was opened that didn’t 
have pus in it. [| thoroughly approve of Dr. 
Fullenwider’s idea about treating these old 
mastoid cases with optochin. I don’t see any 
reason why the results of its use in pneumo- 
coccic cases would not be just as satisfactory 
as in proper eye conditions. 


VITREOUS OPACITIES* 
W. ALBERT COOK, M. D. 


TULSA 


The greater part of the interior of the eye- 
ball is occupied by the vitreous body, which is 
situated between the lens and ciliary body 
anterioly and the internal limiting membrane 
of the retina posteriorly. It is composed of 
a jelly-like substance perfectly transparent 
called the vitreous humor, invested with 
a delicate capsule known as the hyaloid mem- 
brane. The vitreous humor consists mostly of 
water with a few corpuscular elements and a 
small percentage of carbonate and chlorid 
of sodium, giving it an alkaline reaction. It 
has a depression anteriorly, on which the lens 
rests, known as the fossa lenticularis, and a 
lymph space extending from the optic disc 
to the capsule of the lens. This is the canalis 
hyaloideus, and behind the lens constitutes the 
“postlenticular space.” It is a lymph space 
and communicates with the anterior chamber 
and with the intervaginal spaces of the optic 
nerve. In fetal life it 1s occupied by the hyaloid 
artery, which sometimes persists in the adult. 


Among the commoner causes of opacitis in 
the vitreous may be mentioned the following: 
Choroiditis, iridochoroiditis, cyclitis, iridocycl- 
itis, intraocular hemorrhages, injuries, myopia, 
retinitis, uveitis, anemia, loss of sleep, gout, 
syphilis, menstrual disorders, constipation, 
portal congestion, malaria, long continued use 
of arsenic, senility, elderly persons with 
atheromatous arteries, hemorrhages after severe 
strains, excessive use of stimulants, leukemia, 
emphysema, dysentery, cholera (all varieties), 
metastatic choroditis following puerperal fever, 
exanthematous diseases, influenza, microbic 
invasions from old operative wounds, tubercu- 
losis, nasal accessory sinus diseases, animal 
parasites, idiopathic inflammation, detachment 
of the vitreous, fatty degeneration of the 
vitreous and cholesterin crystals in the vitreous. 


_*Read in Section on Diseases of Eye, Ear, Nose and 
Throat, McAlester, May 18, 1921. 
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Cataracts and glaucoma are frequently com- 
plicated by opacities in the vitreous. 

The diagnosis of opacities in the vitreous is 
a very important matter, as the vision may 
be entirely lost in patients who neglect to seek 
relief. ‘These cases should be referred to the 
specialist promptly, as it is only possible to 
detect this condition and many of the under- 
lying diseases of the ocular structures which 
causes it, by the most careful and painstaking 
opthalmologic examination. The opacities are 
of two varieties, fixed and floating, and present 
every conceivable size and shape, and when 
viewed by the opthalmoscope appear as dark 
objects against the fundus, resembling soft 
coal soot or black moss. These masses when 
fixed in the line of vision constitute a serious 
obstacle to vision, while if situated to one side 
may not disturb the patient very much. | 
have found, however, that when the opacities 
are floating about with every movement of the 
eye, the patients are greatly alarmed in some 
cases and in others much annoyed. 

Various devices are resorted to in order to 
see them, such as the plain or concave mirror, 
strong or weak lenses, according to the depth 
of the opacity, and strong or weak light in 
certain cases will render them visible; also 
varying the distance from the observer to the 
patient will bring all the different parts of the 
vitreous into view, if the vitreous 1s otherwise 
transparent. Foreign bodies in the eye, which 
it may or may not be possible to locate with 
the X-ray, I shall not stop to consider, as it 
would take more time to consider that one 
phase of the subject than is available for this 
paper. Sometimes the vitreous is so full of 
fine opacities that it is impossible to see the 
fundus. The view may be further interfered 
with by pathologic conditions anterior to the 
vitreous in the lens, aqueous or cornea, or 
posteriorly by pus, tumors or exudates. 


All patients presenting opacities of 
the vitreous should be thoroughly refracted, 
preferably under atropin, unless _ there 
is some special contraindication, to discover 
if there is any error; if so, its nature and extent. 
Frequently there will be found serious defects 
which have existed for a long time and were 
unsuspected by them. The most serious form 
of ametropia in relation to hyalitis is my« 
of high degree, and myopic choroiditis and . 
idity of the vitreous. These patients should 
be accurately fitted for near and distant vision, 
and cautioned to avoid overuse of the eyes, as 
they are in imminent danger of detachment of 
the retina. These cases of synchysis greatly 
complicate the extraction of cataracts. All 
cases should not only have their errors of re- 
fraction corrected for near and far vision, as 
indicated, but should have ultra violet ray 


protection for the retina, if exposed very much 
to the bright sunlight or artificial light. 

Hemorrhages into the vitreous result from 
traumatism or bleeding from the ciliary body, 
retina or choroid, as the result of diseased 
conditions, the blood penetrating the hyaloid 
membrane and mixing with the vitreous humor 
to a greater or less extent, depending on the 
amount of hemorrhage and the consistency of 
the vitreous. These extravasations of blood 
frequently occur at the time of puberty, ado- 
lescence, menopause and during senility with 
atheromatous conditions of the arteries, as 
well as in nephritis, diabetes, syphilis, and 
anemia, the latter frequently also meaning a 
condition of lessened coagulability, the same 
as we often encounter in anemic conditions 
accompanying diseased tonsils and adenoids, 
where, upon their removal, hemorrhage con- 
tinues for a long time, without the slightest 
tendency to clot, instead of the normal period 
of three to five minutes. 

The patient should be placed in bed, when 
practicable, and given morphine to reduce the 
blood pressure (avoiding adrenalin). Salines 
in laxative doses given for a long time, so as 
to avoid any necessity for straining. ‘The eyes 
protected from light and any unnecessary use. 
The blood should be thoroughly examined and 
Blaud’s carbonate of iron pills given when 
indicated, and active antileuitic treatment 
instituted when justified by the clinical 
laboratory findings. lodid of potassium meets 
the double indication of increased pressure and 
absorption of the clots. In glaucomatous con- 
ditions eserin is advisable, as operation usually 
spells loss of the eye from further extensive 
hemorrhage. In recurrent hemorrhages, chlo- 
rid of calcium should be given for a prolonged 
period, as lime is absolutely wheat ya bring 
about coagulation of the blood. (In robust 
subjects, the application of leeches to the 
temple). 

Crystals of cholestrin, tyrosin and phos- 
phates occur in the vitreous humor, and are 
known as synchysis scintillans, and appear as 
innumerable bright specks upon opthalmoscopic 
examination. ‘lhey no doubt are the product 
of faulty pancreatic and: hepatic metabolism. 
I have not observed that they interfere with 
vision, and there is no known remedy for them. 
Perforating injuries of the vitreous with the 
introduction of infection, resulting in suppura- 
tion, usually call for enucleation to forestall 
sympathetic ophthalmitis. Retained foreign 
bodies almost invariably result in atrophy of 
the globe or suppuration, hence should be 
subjected to attempted removal at least, as a 
precautionary measure. 

Nasal accessory sinus disease, infections of 
the tonsils and adenoids, and pyorrhea and 
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abscessed roots of teeth, and, in fact, any focal 
infection, may secondarily cause disease of the 
nerves, lymphatic and blood vessels of the 
eyes,and result in vitreous opacities. Accord- 
ingly, they should all be subjected to a thorough 
examination and proper surgical measures re- 
sorted to in order to relieve the condition. 


The inflammations of the ciliary body, retina 
and choroid, accompanied by exudates and 
vitreous opacities, should be treated by the 
instillation of atropin, iodin, iodid of potasium, 
laxatives, sweats with pilocarpin, and Turkish 
baths, protection from too bright illumination 
from the sun or artificial lights, subconjunctival 
injections of cyanid of mercury or normal salt 
solution, diuretics (of which acetate of potash 
is one of the best), iron, quinin and strychnin, 
to improve the blood and general nutrition. 
Many patients will require a prolonged course 
of treatment, extending over several months or 
years, before the opacities in the vitreous are 
entirely removed, and some do not disappear 
under any treatment. 


Discussion 
Dr. R. O. Early, Oklahoma City: 1 am in 
the position of Dr. McHenry. This is the 


first | have heard of this paper. I thought 
maybe Dr. Cook was writing it this morning 
and that was the reason | had not received a 
copy of it. 

Vitreous opacities are a good deal of a bugbear 
to the oculist as well as the patient. ‘They are 
common. I didn’t know they were so common 
as the number of cases Dr. Cook gave. The 
character of these opacities will lead us to get 
at the cause, sometimes. I believe that those 
dust-like opacities that we see are found more 
often in syphilitic conditions and the larger 
dots and shreds and plates we see are more often 
due to hemorrhage and inflammation of the 
retina and choroid and ciliary bodies. In the 
examination of these opacities, especially those 
faint ones, I think that the use of a plain 
mirror will give better results than the other, 
especially with a diminished light. The prog- 
noses in these cases are not very satisfactory. 
I think the cases we get the best results from 
are those cases that are probably due to syphilis 
when seen early and given anti-syphilitic treat- 
ment, with mercury. There is another cause, 
of course, intense myopia, we see it in some 
cases. A proper refraction may be of some 
help in those cases. One of the worst cases I 
ever saw was a highly neurotic woman with 
no other apparent cause than an intense my- 
opia. Dr. Cook has outlined the treatment of 
these cases as well as can be outlined. They 
are unsatisfactory at best. 


Dr. W. T. Salmon, Oklahoma City: I 


wondered what Dr. Cook was going to say 


about these conditions and | want to let Dr. 
Cook know how much | appreciated a paper 
on such a subject; one that very few doctors 
would choose as one that would be interesting 
to a body like this and | am truly glad to have 
heard i 

Except in pathological conditions where there 
might be choroiditis or hemorrhagic trouble, or 
what not, those cases are easily diagnosed 
sometimes and it is easy to conv ince the patie nts 
that they have something the matter with 
them, but those cases of muscae volitantes, 
-objects passing before the eve-are sometimes 
annoying to the physician. They are con- 
vinced that there is something seriously wrong 
with them which might sometimes terminate 
in death, and we are convinced that it is nothing 
serious which they will not recover from and 
we are always glad to get rid of those kind 
of patients. 

There are two things Dr. Cook failed to 
mention that the patient tells you caused these 
spots: One of them is the sun spot—sun 
shining too hard and too directly—and another 
is the liver spot. I have those patients some- 
times. I don’t know what the doctor uses in 
those cases and usually the only thing I can 
suggest is to remove the sun or, on the other 
hand, the liver, or remove your patient to the 
sea coast and get rid of him 

The anti-syphilitic treatment Dr. Early 
speaks of is a remedy that is used in syphilitic 
conditions, but in syphilitic conditions we have 
what is known as and they describe it as falling 
of gold—showers of gold—and if | had that 
condition and | could see gold falling every 
day, I don’t know whether | would want any- 
body to relieve me of it because that would be 
the only way that | would ever see it. Blue 
mass is always indicated and I use it. 

I thank Dr. Cook very much for presenting 
this paper. 

Dr. C. B. Barker, Guthrie: | am wondering 
if the age of the patient didn’t have a good 
deal to do as to how much benefit we get from 
the drugs. Regardless of age, treatment or any- 
thing that particular experience has indicated. 
My experience is youngpeople will improve from 
this condition quite readily while those who 
are old, their whole body is just like their eyes. 
They go from bad to worse. 

Dr, E, S. Ferguson, Oklahoma City: Dr. 
Cook always writes a good paper and we always 
get something from it. I enjoyed it very much. 
The question of vitreous opacities we come in 
contact with take on two phases; that is, those 
with the actual opacities which | suppose he 
means in his paper, and those of the transitory 
opacities such as the cell shadows and types 
of that kind coming on from excesses. Prob- 
ably the one Dr. Salmon spoke of here as not 
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mentioned, the liver spots, disturbances of the 
function of glands of the body or things of that 
type which give you, apparently, vitreous opa- 
cities when the most careful search fails to 
locate them, those, | expect, should be elimi- 
nated entirely from discussion in this paper 
because they are not opacities so far as we are 
able to determine. 

The opacities of syphilitic origin, I think, are 
amenable to treatment more than any other 
type we have. The opacities that come from 
exudates from choroid or exudates from 
the retina, hemorrhages, etc., in my experience, 
are dificult to handle and practically never 
disappear. I think it is possible to have a 
fresh hemorrhage absorbed so that it leaves no 
opacities if it is small, but if those spots are 
dense and become organized as vitreous opac- 
ities, I have failed to relieve them by any method 
I have been using*in"the past. 

Theftype of cases*that was spoken of that 
are really not “definite “opacities such as cor- 
rection of errors of refraction and so forth, 
are, of course, easy to handle in a great many 
instances. The myopic cases that Dr. Early 
mentioned a while ago frequently are definite 
exudates from choroidal stretching. Those 
cases are almost impossible to relieve. The 
treatment of these cases, of course, should 
depend on the cause and effort made in 
all of them to relieve by absorption whether 
iodine, iodid potassium, mercury or whatever it 
may be. They are annoying not only to the 
patient, but extremely difficult to handle by 
the physician. 

Dr. M. K. Thompson, Muskogee: The cases 
that bother me mostly are these of recurrent 
hemorrhages. I have two cases that have come 
under my observation from time to time, re- 
current hemorrhages and afterwards the loss 
of aneye. It is just a question of what I want 
to do. In one case | advised an operation for 
glaucoma regardless of the fact that he has had 
a hemorrhage and was suffering very much 
with the glaucoma. He refused it and that may 
have been the proper thing, although he is 
totally blind in that eye, not as a result of the 
hemorrhage, but as a result of the glaucoma. 
He is having recurrent hemorrhage in the other 
eye. As long as he will take care of himself 
and leave off corn and take care of his general 
health, he rests fairly well and doesn’t have 
any trouble; then getting a little bit careless 
with his mode of living, he will have another 
hemorrhage, sometimes small and sometimes 
large. As I tell him, he is a man of about 
forty-five, he is going to lose that other eye 
some day just as sure as he lives, from recur- 
rent hemorrhages. What is to.be done under 
those circumstances? The Wassermann is 
negative. He is about forty-five. 

A Member: What is the blood pressure? 


Dr. Thompson: The blood is normal. This 
man has been under treatment and under 
observation by such men as Weeks and men 
up around New York and Philadelphia, but he 
has those recurrent attacks very frequently. 
I have had several of those cases. I have a 
patient at Okmulgee that is totally blind now, 
however, she never did have the glaucoma, at 
least while I had occasion to see her. But she 
has a cataract on the eye and has had recurrent 
hemorrhages. She wanted the cataract re- 
moved. 

A Member: 
Doctor? 

Dr. Thompson: 1 do not know that. It 
has been some time since | have seen her. 
She wants that cataract removed and I doubt 
whether it would do any good I have advised 
it would not. Those opacities give me the 
most trouble. Of course these they see that 
follow them around and the causes have 
been explained in different ways by different 
authorities, but they do not bother near as 
much as these that have actually happened 
and put the eyes out. 

Dr. Cook—Closing : I wrote this paper to 
see if I couldn’t get some pointers from the 
discussion that might be of benefit to me and 
I expect to receive benefit more than give any 
in this particular line, but these cases, some 
are unusually obstinate. Many cases now are 
these temporary floaters that people complain 
about, those that notice them for a very short 
time. My treatment is to give these cases a 
thorough purge with calomel and then continue 
a saline laxative daily for some time following 
that and very many will clear up, especially 
where they are caused from hepatic disturb- 
ances. Of course, age of the patient has a 
great deai to do with the results. They are 
more satisfactory in the young cases, of course, 
than in the older cases. About as unsatis- 
factory as any case we have are those with 
the high degree of myopia in which cases 
the improvement is usually less than in 
practically any others. The case Dr. Thomp- 
son spoke of complicated with glaucoma and 
cataract, I think the best treatment for those 
is to enucleate the eye right away, because 
you are liable to get more or less sympathetic 
trouble by letting it remain there and if there 
is anything unsatisfactory we attempt to do 
it is to attempt to remove a cataract from a 
glaucomatous eye, especially with an involve- 
ment of the vitreous also. 

As the result of examination of about 400 samples of 
milk taken from the first day to the seventeenth month 
of location, Warren R. Sisson and W. Denis, Boston 
(Journal 4. M. A., Aug. 28, 1920), found that after the 
first week, during which slightly higher figures prevail, the 
average chlorid content of breast milk varies but little, 
being about 50 mg. per hundred c.c. of milk. The 
authors feel that this diet is not the essential cause in the 
variation in the chlorin content, and that some other factor 
must play an important part, 


What is the coagulation test, 
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FOCAL INFECTION* 
C. B. BARKER, A. M., M. D 


GUTHRIE, OKLA. 


Since focal infection was brought to our 
notice some twelve or fifteen years ago, there 
has been a great deal written and many experi- 
ments, and like everything else, when new, we 
had no rules to govern us and perhaps some 
harm has been done. 

The history of medicine reveals the fact that 
practitioners are prone to refer the causation 
of ill defined diseases to the latest and most 
fashionable of origins, at present it seems to be 
focal infection, in another ten years, we may 
have something else. 

By focal infection, we mean infection, which 
enter the body from one or more sources, such 
as the alimentary canal, urinary tract, sinuses, 
alveolar processes and the tonsils. The ones 
we are the most interested in are the sinuses, 
tonsils and teeth. Without a doubt there has 
been some good teeth and tonsils removed and 
normal sinuses opened, with no benefit derived, 
proven by number of patients seeking relief 
who have had this done, but since the caloric 
and galvanic tests, the roentgen ray and suction 
have been developed to such a state of efficiency 
there are fewer mistakes made than formerly. 


In regard to the tonsil, | know of no definite 
method of always telling the exact condition, 
however, the history, inspection, suction and a 
blood examination will help to form a fairly 
accurate opinion, although I have found pockets 
of pus in tonsils after they were removed, 
which looked very innocent in the throat. 
Some pathologists feel that they have proven 
that the streptococcus is never found in the 
tonsil, while others say they are always found 
there, be that as it may, we are all of the same 
opinion, I think, that some forms of rheumatism 
are very much benefited by the removal of a 
pair of infected tonsils, especially is this true 
of rheumatic trouble up to forty years of age, 
in later life, the chronic conditions do not seem 
to respond as readily. Likewise, there are 
many cases of neuritis benefited by the removal 
of a pair of diseased tonsils, a bad tooth or 
cleansing a sinus. 

| have had two cases of scleritis which had 
had the routine treatment for this trouble and 
both cases had lasted over a year and did not 
clear up until after their tonsils had been re- 
moved. This does not prove that scleritis is 
always caused from tonsils, but it is apparent 
that such a condition may exist. 

It has been known for years that asthma, 
associated with nasal poly pi, is generally re- 
lieved by removing polypt pi from the nose and 





*Read at 29th Annual M- -eting, ” Section on Eye, Ear, 
Nose and Throat, McAlester, May 18, 1921. 


draining the sinuses, and | believe every man 
in this section could tell of cases, which would 
corroborate this statement. We have also had 
cases of chronic headache relieved by cleansing 
one or more sinuses, or extracting a diseased 
tooth or root, but I think this is less frequent 
of tonsils. 

As to the teeth causing trouble the most 
pronounced cases are in individuals, who pay 
no attention to the sanitary condition of their 
mouth and the acute cases of iritis were associ- 
ated with pronounced diseased alveolar proces- 
ses and an unsanitary condition of the mouth 
as a whole, and the teeth affected the most 
were on the same side as the diseased eye 
Whether this was a coincidence or whether the 
venous connection is closer on the same side 
and could account for it, I do not know. To 
illustrate the acute condition, | have had three 
cataract cases, about two months after the 
operation, develop an irido-cyclitis associated 
with severe pain and lowering of the vision 
of shadows, the routine treatment for the con- 
dition had no effect and morphine did not con- 
trol the pain, enucleation was considered, but 
after removal of some infected teeth near the 
canine fossa, the eye became normal in a very 
short time, and has so remained.Also two cases 
of diplopia have come under my observation 
which cleared up after the removal of diseased 
teeth. In chronic casés there is generally some 
attention paid to the care of the mouth, and 
the condition is not so destructive, and tends 
to yield to ordinary treatment, but relapses 
recur, and the source of the trouble is generally 
discovered with an X-ray. 

In summing up, I would say, that when a 
patient presents himself, it is a good routine to 
begin at the top of the head and examine down- 
ward, including a blood examination and X-ray 
and tabulate everything that could cause the 
disease at hand, and remove only those factors, 
which can definitely be proven to have a bear- 
ing on the disease. I have found that good 
elimination and hot bath should follow the 
removal of the source of infection. 


Discussion 

Dr. E. 8. Ferguson, Oklahoma City: (Eye 
Phase) ‘There is no question in my mind but 
what a great many of the inflammatory con- 
ditions present in the eyes are due to focal 
infection or general infections from focal origin. 
I don’t know whether physicians are more prone 
to ride hobbies than any other class of people 
or not. I think we have our full share of 
that particular characteristic. We are inclined 
to look narrowly at diseased conditions following 
some demonstrations, as we think, that lead 
us to believe that a certain disease was caused 
from a certain thing. The next time we get 
the same condition or a similar condition we 








rather expect to find the same cause. I don’t 
know whether the eye men are any more prone 
to that than the other branches of medicine 
but we are apt to run these hobbies to death. 

| thoroughly believe that there have been 
hundreds and thousands of cases where the 
tonsils and the teeth have been sacrificed be- 
lieving that they were the cause of inflammatory 
conditions of the eye that might better have 
been left alone. We may take the stand that 
it is better to take out fifty tonsils and get 
twenty that are the cause of trouble than to 
leave them all alone and have those twenty 

blame. I have been disappointed in the 
results obtained from the removal of tonsils 
for certain inflammatory conditions of the eye 
as well as I have been disappointed in the 
removal of the teeth for the same conditions. 
I do not believe that we are able to discrimi- 
nate between the tonsil which is the seat of 
infection and the tonsil which is not in a great 
many cases. We are all guilty, probably, of 
taking an aspirator or a suction or a probe or 
some other instrument and investigating these 
tonsils and get a little milky secretion from 
the tonsil and deciding in our mind that that is 
pus and it is an infection that should be gotten 
rid of. I will guarantee that any man in this 
house can.take almost any tonsil and get that 
same secretion from it, whether that tonsil be 
diseased or not diseased so far as we are able 
to tell. 

As to the particular organism that is more 
apt to produce the condition in the tonsils or 
in the teeth or some other point, it is always 
a question. We had a very interesting study, 
bacteriologically, of 100 consecutive tonsils 
that were removed in one of our local hospitals 
in Oklahoma City, by Dr. Turley of Norman, 
last year. From the report he gives of these 
cases—in that run of cases,—we were just 
about as much at sea after we had that report 
as we were before, of the cases that were apt 
to produce trouble and those that would not, 
as they all, or practically all, showed some 
infection. 

The doctor spoke about the streptcoccus 
being rarely found in the tonsil, or, according 
to some investigators, rarely found. Dr. 
Turley reported several cases in which the 
streptococcus was found. He reported a few 
tubercle baccili were found in the tonsils and 
a few cases—I have forgotten the number— 
where tuberculous tissue was found, which 
would be most positive evidence of tuberculous 
infection of the tonsil because, I believe it is 
possible to have tubercle bacilli in tonsils 
which would be comparatively healthful and 
would not be of any significance so far as the 
tubercular disease was concerned. 

There is no question in my mind but what 
we get a certain number of cases of inflamma- 
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tory conditions of the eye from focal infection 
Particularly is that true of iritis and of papil- 
litis or neuritis. 

The cases of scleritis are spoken of by D: 
Barker here. Scleritis, I believe most all of us 
have come to believe, is a type of trouble 
similar to what we are pleased to call rheuma- 
tism; in other words, it is an infectious process 
to begin with and the sclerisis would be relieved 
by removing the cause of the infection which 
produces the inflammatory condition, whether 
it be teeth tonsils or what not. One thing | 
think we all should bear in mind and that is 
this: That we are all sacrificing teeth, tonsils 
and other parts that are liable to lead us to be- 
lieve that they may be infected because probab- 
ly we think that it will do no particular harm to 
remove them. I have a number of cases that 
I would much prefer that the teeth had not 
been removed. I have a number of cases where, 
if it was within my power to do so, | would 
replace the tonsils, because the patients have 
been very materially injured by their removal, 
so far as their feelings and general condition 
is concerned. This is a question that we could 
discuss and cuss, if you will, for an unlimited 
time without getting us any place. There is 
no question but what a thorough study of the 
blood should be made in all cases where we 
suspect we have a focal infection. If the blood 
shows no general infection, then | think we 
should hesitate, before promising at least, that 
we would relieve a certain condition by remov- 
ing a part that we supposed was infected 
locally. I believe, probably, that we will arrive 
at a more sane method of determining the 
exact focal infections in the future. We must 
do it if we expect to get the best results. 

Dr. D. D. McHenry, Oklahoma City 
(Throat Phase) Dr. Ferguson has very thoro- 
ughly covered the question of tonsils and teeth. 
I have had some experiences very similar to 
what his has been. A few patients—a very 
few, however—that have an irritation or 
inflammation of the posterior wall of the 
pharynx following as good tonsillectomy as | 
ever did which is very disagreeable to them. 
That ‘is one side. I only have a few of those 
compared to quite a large number who are 
highly satished. 

I think, as Dr Ferguson says, that in a very, 
very high percentage of cases, probably ninety 
to ninety-hve per cent—and I made that state- 
ment in our county society not long ago and 
was emphatically contradicted—I think in these 
ninety to ninety-five per cents we can squeeze 
what we have been calling pus out of that 
high a percentage of tonsils. I have always 
been calling these cases “infected tonsils”. Dr 
Ferguson should have gone a little further and 
said that in all of these hundred cases of tonsils 
that Dr. Turley examined he found infection 
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in allofthem. Infection, as he called it “more 
than the worst sewer water that we have 
Higher percentage of bacteria in the substance 
of these tonsils than we have in our worst 
sewers.” | think those were the words that 
he used, as | remember. Those of you who 
attended last year’s meeting remember we had 
him talk on the subject in this section. 

I do not think all those tonsils should be 
removed. That is altogether too radical sur- 
gery, to remove all from which you can squeeze 
so-called pus. However, less than sixty days 
ago a leading general practitioner of our town 
said that all patients over forty years of age 
should have their tonsils removed. That is too 
radical, in my opinion. However, we have all 
seen the results of focal infections very material- 
ly increased by the removal of the focus. I have 
in mind at present a young woman that came 
into my office’ one afternoon saying she could 
not see well out of one eye. She said she had 
noticed it the day before. I found a vision 
of 29-40’s or 50’s in that eye and 20-20’s in the 
other. In that eye we had what we term the 
wooly condition or beginning of optic neuritis. 
I put her on treatment—don’t remember what 

—and told her to see me the next day. The 

next day it was worse than before. The other 
eye was very nearly as bad as the first affected 
eye had been the previous day. I sent her to 
the X-ray and Dr. Roland examined her and 
phoned back and said “she has infection in 
those teeth enough to kill forty mules.” I 
think those were the words he used. The 
next morning we removed several teeth—I for- 
get how many—This woman had begged the 
dentist two years before to remove the teeth 
instead of saving them. She recovered but the 
first eye never got a vision better than 20-40's 
and the other came back to normal. That is 
probably one of the most obvious cases | have 
seen 


We have all seen neuritis and especially the 
scleritis of which the doctor tells us. Our old 
text books called it rheumatic. And we have 
all seen those clear up when we got rid of the 
focus of infection and certainly we should look 
to our sinuses in hunting the focus and certainly 
we should be very careful in not over-riding 
the hobby and I dare say there isn’t one of you 
but has a patient at least one a week come into 
your office and say“Dr. so and so says to take 
all my teeth out’. You find one or two de- 
vitalized teeth and the rest good. Certainly 
it is almost mal-practice to tell them to remove 
good teeth because several are bad. The thing 
for us to do is to use conservative, common 
sense in doctoring all these cases of focal in- 
fection. ‘This is surely a subject that needs a 
great deal of study and a great deal of thorough, 
common sense to handle and handle it properly. 


Dr. Daniel Wm. Miller, Blackwell: I have 
been very much interested in this paper and | 
want to thank Dr. Barker for it. I have 
also been very much interested in the dis- 
cussion. | think as physicians we should 
be very careful in running to seed in one 
particular direction or, in other words, 
losing our better judgment with reference to 
the causes of these various diseases. There is 
no question but what focal infection accounts 
for a great many disorders found most every- 
where or most anywhere in the body. But | 
think that in looking for these causes we should 
go into a case as thoroughly as possible, using 
every method possible to arrive at a true diag- 
nosis as to the cause of the trouble and not 
remove teeth or remove the tonsils but try to 
determine, if possible, whether the trouble is 
in the teeth and which teeth and | think in 
these cases we should have an X-ray made of 
the teeth because, often-times, one tooth may 
account for the whole trouble and it is a very 
serious matter, indeed, to extract a mouthful 
of good teeth just in order possibly to get one 
tooth that may be at the bottom of the trouble 
and possibly not even then finding any tooth 
that accounts for the infection. However, | 
think that this matter of focal infection has 
been a great advance in the practice of medi- 
cine and especially the practice of our specialty 
I know instances in which just the one tooth 
accounted for a great deal of trouble. For 
instance, I want to relate one case—and | 
could relate many cases that will bear upon 
this subject—but this case is of a doctor. He 
had an ulcer on the right eye located between 
the pupil and periphery, three years ago last 
September. It occurred by a little accident, 
being out in the country and the roads were 
bad and he got the eye injured by sand and 
mud being thrown into it from his car which 
resulted in an ulcer which was very intract- 
able. I treated the case and after the ulcer 
was apparently healed, there was no inflam- 
matory condition and neuritis seemed to per- 
sist and it was about three months before we 
finally got rid of the condition. Next Sep- 
tember about the same thing occurred and we 
had an ulcer again in the same eye. I treated 
the case for some time and finally he went to 
Kansas City to an opthalmologist and they 
put him in the hospital, kept him there awhile 
and pronounced the condition a cold ulcer. Fin- 
ally he turned him back to Blackwell in about 
the same condition as when he left. | treated the 
case again and in the first instance as well as in 
this instance | made inquiry as to the con- 
dition of the teeth and advised him to have 
an X-ray made.He said he didn’t have a bad 
tooth’ in his head had no trouble whatever, but 
finally he went to a dentist and he said there 
was no trouble. Finally I sent him to a dentist 
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with an X-ray—a capable man—and he looked 
into his mouth and got the history of the 
case and said it wasn’t necessary to have 
an X-ray. “You have a bad tooth; first bi- 
cuspid on the right.” He extracted the first 
bi-cuspid and there was the sac at the bottom 
of the tooth about twice the size of a grain of 
wheat. In two weeks time he was cured. 
That was two years ago and he has had no 
more trouble. I just mention that one case. 

I: think this paper ought to be considered 
with the intention in mind for which it was 
presented; that we ought not to jump at con- 
clusions but that we ought to look carefully 
into the history of each individual case and try 
to arrive at a proper diagnosis before advising 
any method of treatment. 

Dr. Barker — Closing: 1 hoped that 
we would arrive at some definite conclusion. 
Dr. Salmon said that there were too many 
varied opinions as to whether patient had 
adenoids and tonsils, and this should not oc- 
cur because it makes people afraid of special- 
ists. 

In regard to the X-rays, I think there should 
be two views taken—at least two. You might 
show a disease of the alveolar process in one 
view and taken at another angle it wouldn't 
show. 

In those teeth that are diseased,you can tap 
them on one side and they will produce no 
pain, tap them on the end there will be severe 
pain ‘n many of them. I thank you for the lib- 
eral discussion. 


PROCEEDINGS OF OKLAHOMA CITY 
CLINIC, ROUND TABLE, 
WESLEY HOSPITAL. 
Dr. A. L. Blesh: Goitre, Massive, Congenital 
Hypo-thyroidism. 
Case No. 7538, female, 14 years old, referred 
by Dr. Baker, with the following history. 
At a year of age mother first noticed an 
enlargement, centrally situated in the thyroid 
region. This continued slowly to enlarge. At 
nine years of age it was operated upon in an 
adjoining city. A year later the parents noted 
that the growth had returned and was enlarg- 
ing. Within the last eight months growth has 
been very rapid. 


Physical Examination: The child is under de- 
veloped physically, corresponding in size and 

hysical development to a nine year old girl, 
~. mentally she is quite’ alert and learns 
readily. Her hair is coarse and skin inclined 
to dryness. Sexual development, that of an 
infant. Otherwise physically negative, except 
for an enormous lobulated goitre almost as 
large as a standard foot-ball. Across this mass 
coursed enormously distended veins. 


Diagnosis: Goitre congenital, simple with 
moderate hypo-thyroidism. Surgical advice, 
thyroidectomy, with glandular treatment. 

Operation: Tumor enucleated in several 
separate lobules between which lay a compres- 
sed stroma consisting of connective tissue and 
thinned out thyroid tissue. The tumer was 
thus enucleated in order that the remnants of 
thyroid would be saved since the patient is 
already a hypo-thyroid. 

The operation was accomplished without 
special difficulty except for hemorrhage which 
was hard to control because of the manner of 
nodular enucleation. To have removed the 
tumor en-masse would have been simpler surg- 
ery, but would have led to the sacrifice of 
much needed thyroid tissue. 

The patient made a perfectly smooth surgical 
convalescence and was discharged from the 
hospital in eleven days. While in the Hospital 
Dr. Paulus worked out the necessary amount 
of thyroid dosage to make up the deficiency 
and she is now under the care of Dr. Baker. 

Remarks: Our experience in goitre work 
has been comparatively large, situated as we 
are out of the goitre belt, and this is the young- 
est patient so far observed in our Clinic. She 
is also, of course, the youngest thyroidectomized 
patient. The anticipated dangers were not 
surgical, but had to do with the preservation 
of the utmost possible amount of thyroid paren- 
chyma. The type of operation was planned 
after the exposure of the gland with this object 
in view. 

Microscopical studies are now being made 
in the Laboratory. 

Dr. W. W. Rucks: Bante’s Disease. 

Case 7243. male, age 28, automobile mechan- 
ic, brought to us on May 14, 1921, by Dr. 
Kiles of Konawa, Oklahoma. 

Family history is entirely negative. Personal 
history is that of a healthy child and young man. 
He had measles, mumps and whooping cough 
during childhood, and “slow fever’’ at the age 
of 19. Sick about five weeks. From all these 
he made good and uneventful recoveries. 


History shows no further disturbance until 
1917, while in training at Camp Travis had a 
fall from motor cycle, and was in hospital 
four weeks, no bones were broken and there 
seemed to be no special injury, but he felt 
badly and was weak, and because of his lack 
of physical strength was not permitted to go 
to Ries with the 90th. Division. Later he 
was in Government hospital at New Orleans 
for a period of two months. At that time he 
felt drowsy, fainted easily, and his endurance 
was greatly diminished. Improved some and 
was discharged from Army. For a period of 
eight months after discharge he felt pretty well. 
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Then he began to lose weight, felt drowsy and 
exhausts easily, very much as he did while in 
hospital at New Orleans. Was examined for 
hook-worm, both at Camp Travis and New 
Orleans and found negative. 
Wassermann. In addition to his drowsy ex- 
hausted feeling he has had for some time a 
feeling of fullness in his upper abdomen. Says 
his belt is quite uncomfortable but he has no 
especial pain or discomfort with reference to 
meals. 


On April 3, 1921 begun to feel unusually 
dizzy and faint, became nauseated and vomited 
a large amount of blood. Had no pain, only 
weakness and nausea. This hemorrhage great- 
ly increased his weakness and on May 14, 1921 
he was brought to our Clinic for examination. 


Physical examination revealed a pale anemic 
young man, blond type. Pupils rather widely 
dilated, respond sluggishly to light. Defective 
hearing in right ear. Obstruction in right nos- 
tril. Much dental work, and stubs of tonsils. 
Glands in neck slightly enlarged, no other 
adenopathy. Lungs entirely negative. Heart 
negative except for faint blowing sound heard 
at apex which is believed to be haemic in 
character. Abdominal palpation reveals a 
mass extending from beneath the ribs on the 
left side to crest of Ileum and to within an 
inch of the umbilicus. This mass is believed 
to be the spleen. Liver normal in size. Ex- 
tremities negative. Blood pressure 120-70. 
Blood count: leucocytes 3000, red blood cells 
3,960,000. Hemoglobin percent 80. Smear 
shows a slight difference in size of red cells. 
Not enough white cells could be found in two 
slides to make a differential. 


Here we have a young man suffering from 
anemia with the physical finding of a very 
large spleen. Anemia is characteristic of man 
conditions in which the spleen is enlarged, 
especially the primary anemia, as leukemia 
and pernicious anemia. Secondary anemia 
accompanies splenic enlargement in Hodgkins 
disease, chronic malaria, and various forms of 
hepatic cirrhosis. In splenic anemia or Bante’s 
disease the spleen is very large, there is marked 
anemia of secondary type. Hemorrhage par- 
ticularly hematemesis are common. Purpura 
and odema of the extremities are common. 
The cause is very chronic. Bante’s disease 
occurs in adolescence or early adult life. This 
man is 28 years of age. He has a primary sple- 
nomegaly with secondary anemia, and absence 
of enlargement of lymphnodes upon which a 
direct diagnosis of Bante’s disease could be 
made. In addition he-has had hematemesis 
Absence of lymphnodes differentiates it from 
Hodgkins disease. And the blood picture 
from pernicious anemia and leukemia. 


Also had negative - 


A diagnosis in this case of Banti’s disease 
seems justifiable. The man being a discharged 
soldier was advised to seek treatment in a 
government hospital. This he did without suc- 
cess. He then went to the Mayo Clinic where 
a diagnosis of Bante’s disease was made and 
splenectomy offered if he wished it, but no 
hope of benefit was promised. He returned 
to his home and I am informed by Dr. Kiles 
that he continues to have severe hematemesis 
and that he is now in extremes. 

Dr. M. E. Stout: Bone Graft in Crushed Body 
of Lumbar Vertebra with Deformity. 

Mr. T. Case No. 7540, age 44, Lineman for 
Telephone Company. 

On April 13, 1921, he was accidently jerked 
from the top of a telephone pole, falling a 
distance of seventeen feet, landing on his back. 
He suffered severe pain in dorso-lumbar region 
immediately after injury. No immediate 
paralysis. No urinary disturbance, but he has 
considerable pain in his right leg which required 
morphine for relief on several occasions. Was 
in bed for three weeks. Since then he has 
been able to get around on crutches, but still 
suffers considerable pain over injured area of 
back. Exercise soon tires the spine, which is 
relieved by lying down, or supporting himself 
on crutches. 

The physical examination is negative except 
for spine which shows a posterior buckling at 
the c lumbar vertebra, with slight lateral 
deviation of spinous processes to the right. 

The X-ray shows a crushed body of the first 
lumbar vertebra with buckling and lateral 
deviation. Laboratory findings of blood and 
urine were negative. 

On June 23, 1921, a six inch graft was taken 
from the crest of the tibia and transplanted to 
the spinous processes of the vertebra over the 
point of injury. ‘The patient was kept in bed 
flat on his back for six weeks. . Both wounds 
healed primarily, and at the end of six weeks an 
X-ray showed the graft in excellent position, 
and to be strongly united. At this time a 
light plaster jacket was applied, and the patient 
was permitted to be up and returned home. 

The pain was completely relieved and the 
patient réported to-day by ‘phone that he is 
gaining strength rapidly, is free from pain, and 
in excellent health. 


A DENTAL CLINIC FOR CHILDREN IN A 
SETTLEMENT 

The first dental clinic for children in a settlement was 
established in the New Orleans Dispensary for Women 
and Children. The clinic is caring for 1,500 children. 
The report made by Haidee Weeks Guthrie, New Orleans 
(Journal A. M. A., Nov. 6, 1920) is based on the case 
records of more than 8,000 children. So far as the social 
workers connected with the clinic were able to observe 
them, a marked reduction in the number of cases of 
infectious diseases. occurred in the children who “belonged” 
to the clinic. There has not been an epidemic in the 
neighborhood since che clinic was started. 
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PROCEEDINGS OF UNIVERSITY 
HOSPITAL CLINICAL 
SOCIETY 
Dr. Lea Riely: Diabetes Insipidus or Hypo- 

physeal Polyuria. 

White male: 34 yrs., single, occupation, cow- 
boy, cavalry soldier, and a mounted policeman. 
Presents himself with the following symptoms: 
Pain in mid-epigastrium, ringing in the right 
ear, pain in the lower back, eal headache, 
polyuria. Got an S. C. D. 1918 from the U. 
5S. Army account of polyuria. Gave the fol- 
lowing history. 

Present illness: In August, 1917. while shoe- 
ing a mule, the mule fell on him, injuring his 
back and head; was stunned a moment but 
went on shoeing the animal. In November 
1917 he began to have nocturnal-polyuria, rest- 
less nights, and his libido diminished. Passed 
large quantities of pale urine, having nocturia 
4 to 5 times, and hourly during the day. 
Twenty-four hour output was 8 or 9 quarts. 
The pain in the mid-epigastrium was not related 
to meals. It had slight radiation to the right 
asa nag and was relieved only by opiates. 

ain in the lumbar region while riding horse- 
back and after exertion of any kind. aceite 
and ringing in the right ear has been almost 
constant for the last two years. Thinks he 
has had some blood in the stools usually bright 
red and usually after the passage of a hard stool. 

No history of any mental shock or scare, but 
has been knocked unconscious two or three 
times by falling horses. 


Past History: Habits: Drank only in moderat- 
ion. Had measles, mumps and chicken pox. 
Chills and fever in 1903 and 190). When 
enlisted in the army weighed 130 Ibs. Present 
weight 182 lbs. 


Physical Examination: Short, obese male 
with red face and neck, not due to exposure 
or external influences. Skin of the face has a 
red blush. Deeper skin structures feel slightly 
thickened and indurated. Hair on the scalp 
is fine, and red, and has central alopecia. Hair 
of body one or two inches long over chest and 
back and extending onto the upper arms. It 
diminishes in amount as the girdle line is ap- 
proached. Suprapubic hair has masculine dis- 
tribution. Legs are moderately free from haii. 
Structural conformity resembles female in a 
few characteristics especially the graceful angle 
of the thigh. The anterior rounded appear- 
ance is produced by the flexors of the thigh. 
Abdomen is pendulous resembling a Froehlichs 
type of dystrophy adiposo genitalis. Hands 
are very pudgy and dwarfed. 

Measurements: Acromion to ant. superior 


spine is 49cm. Ant. sup. spine to floor is 
86 cm. Head is rounded, no bony abnormal- 


ities, central alopecia, rather large skull, Eyes 
are small in comparison with size of skull, 
react to light and accommadation. Vision _ is 
diminished in acuity, no nystagmus. No 
hemianopsia. Head is short and weil set on 
shoulders. Supraclavicular and suprascapular 
pads of fat. Thyroid is negative. Heart 
and lungs negative. Vessels not thickened 
Blood pressure is 114-70. Pulse good volume, 
regular and well sustained Left testicle is 
large and there is only one in the scrotum. 
Right testicle palpated in the inguinal cana 
near the site of the internal ring, moderately 
tender to palpation. Gastrointestinal X-ray 
was negative. X-ray of skull negative about 
the sella. P. S. P. first hour 8%, second 
hour 10%. Blood chemistry, N. P. N. 34.5 
mgms per 100cc.; urea nitrogen 18.3 mgms 
per 100 cc. blood; uric acid 4.3 mgms per 
100cc. Sugar tolerance test showed 90 mgms 
one hour after ingestion of 100 gms glucose, 
and 211 mgms blood sugar two hours after 
ingestion. Ewald fractional test meal: Com- 
bined acid 3, free hydrochloric acid none. 
Twenty minute periods showed: 
combined 21.5 and free HCi of none 
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Discussion 

Clinically the direct relation of diabetes 
insipidus and the pituitary body was fist 
brought out by Frank in 1912. Its association 
with findings indicative of hypophyseal disease 
has also been observed such as bitemporal 
hemianopsia, dystrophy adipose genitalis, in- 
fantilism, and tumors of various kinds, including 
metastases actually involving the gland or its 
immediate neighborhood, and more recently 
atrophy and congenital hypolasia of the hypo- 
physis. In no case has the hypophysis been 
found normal at autopsy. The pgysiologists 
claim that the idieuelavecionteny without the 
disturbance of the pars intermedia or adjacent 
structures are not productive of polyuria — 
Camuus and Roussy. Maranon claims that 
the syndrome is in at least a large majority 
of the cases a consequence of the posterior 
lobe of the hypophysis. Barker, Cushing: and 
other clinicians think that the hypophysis must 
be regarded as the central regulator of the 
kidney function, and that diabetes insipidus 
is the result of the lessened secretion of the 
pars intermedia. Barker says that pituitary 
therapy has as specific an effect on these cases 
as does opium on pain. The above case with 


the adjoining scheme of liquid ingestion and 
urinary output would verify this statement. 
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The dose has to be regulated with precision 
as it shows in this case that a hypodermic of 
bce. twice a day upset the good effects of the 
previous dosages of } cc. twice daily, and 
that the urinary output began to increase. 
When the dosage was reduced to } cc. twice 
daily again the output began to diminish 
again. Reasoning by analogy in this case one 
would question whether or not that Allen’s 
paradoxical law as related to the pancreas 
might not be applied to the pituitary also. 
Experimenters in that you can not bring 
the urinary output below normal in these cases. 
A peculiar observation in this case was a noc- 
turnal glycosuria on three successive days oc- 
curring after going to a “round-up” of cowboy 
sports and drinking only one bottle of coca- 
cola aside from his observed hospital diet. The 
urinary output diminished aati there was only 
790 cc. of urine in 24 hours and then the pi- 
tuitrin was left off. Within two days the 
output had increased to 5000 cc. To show 
the quick effects he made an observation at 6 
a. m. the patient passing 395 cc. at 7 a. m., 
180 cc.; at 8 a. m.,-110 cc.; One half cc. of 
pituitrin was given at 8 a. m. Patient then 
urinated following amounts: 9 a. m., 60 cc.; 
at 10 a. m., 50 cc.; at 11 a. m., 40 cc.; at 12 
noon, 60 cc. 


Dr. C. E. Clymer: Carcinoma of Naso- 

Pharynx with Extension. 

Case No. 14169. Age 40; male; white; 
married; American. 

Present illness: Patient was admitted to 
the State University Hospital for the first time 
August 24, 1921, complaining of pain and a 
growth in the right side of the neck. The 
patient first noticed pain in the right side of 
head one year ago. About one month later 
a small hard nodule appeared at the angle of 
the left lower jaw. His doctor gave him aspirin 
which failed to give relief. About six weeks 
from the onset the nodule was removed, but 
the doctor made no statement as to its charac- 
ter. The mass soon appeared again and has 
gradually increased in size until it reached its 
present condition. It began to affect his speech 
and he has not been able to speak above a 
whisper since six months ago. tle was treated 
for syphilis for over a month, five months ago, 
with no apparent relief. He had X-ray treat- 
ment three months ago, which caused the mass 
to diminish in size for a time, but did not 

ive permanent relief. He went to the Mayo 
el two months ago who told him he had 
an inoperable cancer of the naso-pharynx. 


Now he suffers from constant severe pain 
and has difficulty in swallowing. He expecto- 
rates profusely, and the sputum is mucoid in 
character. 


Past History: Negative except for typhoid 
and pneumonia. He was operated 27 months 
ago following a blow on the head, for mastoid 
trouble. He has been deaf since the operation, 
in the right ear. 

He denies venereal disease. 

Family History: Not important. No T. 
B. or cancer. 

Physical Examination: A large well develop- 
ed, poorly nourished, white pale man about 
forty years old, mentally clear but apparently 
suffering from considerable pain. 

There is a large, deeply attached, immovable, 
tender, infiltrating mass at the angle of the 
right lower jaw. The skin moves freely over 
the mass. Heat normal. Skull, scalp, ex- 
ternal ears, nose, are negative. 

Eyes: The left pupil is larger than the right. 
Both pupils are regular and react to light and 
distance. 

There is moderate exophthalmos of the right 
eye. Otherwise the eyes are normal. 

Mouth: Teeth; full set, clean and in good 
condition. Patient is unable to open mouth 
over three eights of an inch. Pharnyx and 
larynx not examined, because of the in- 
ability to open the mouth. 

There is a small palpable nodule in the left 
posterior cervical region also a small tumor 
mass in the lower portion of the sternum. 
Otherwise the physical examination is essential- 
ly negative. 

Reflexes are normal. 

Has lost 30 Lbs Wt. during past six months. 

Temperature since admission has ranged 
from 96.6 to 99.6. Pulse has ranged from 78 
to 100. Respiration about 20. 

Urine: Admission specimen: Yellow, cloudy, 
neutral, 1011; albumen, sugar Indican, acetone, 
casts, and cells all negative. 

Subsequent specimen: Amber, cloudy, alka- 
line, 1015, indican positive, W. B. C., few, 
casts few; no sugar, albumen, diacetic, acetone 
or R. 

Blood: Hb. 70 Dare. W. B. C. 11,350; 
Polys 80; S. L. 12; L. L. 6; Trans. 1; Baso. 
1; R. B. C. 3,850,000; Wassermann, negative 

Chemistry: N. P. N. 38.2; U. N. 24.; Uric 
A. 2.6; Creat. 1.6. 

— Microscopic examination negative. 
ar Tolerance Test: 96.0 mgms. per 100 
blood fasting specimen. 190 mgms, per 

100 cc. blood 1 hr. after ingestion 100 gms. 

lucose. 158.0 mgms. per 100 cc. blood 2 

~ after ingestion 100 mgms. glucose. 


X-ray and fluroscopic examination. Films; 


heart negative. Right side chest,diaphragm 
negative; broad dense hilus; rather marked 
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fibrosis; rather marked interstitial infiltration 
upper portion’ 

Left side chest, diaphragm negative; broad 
dense} hilus; rather marked fibrosis and con- 
siderable interestial infiltration of upper portion. 


Impression: Old T. B. with considerable 
evidence of activity at this time or recently. 


Fluroscopic: There appears to be communi- 
cation between the esophagus and the trachea 
below the larynx. Immediate films confirm 
this finding. 

Nose and Throat consultation: Have no 
suggestion to make. Agree with the diagnosis 
already made. Dr. Dixon. 

Fundus Examination: The discs are normal 
in outline and appearance. Vessels are slightly 
more tortuous than normal. There are no 
hemorrhagic nor scarred areas. 

Blood pressure 132-100. 

Treatment: Surgery is contraindicated. Am 
requesting consultation as to therapy with 
X-ray or radium. 

Discussion 

Dr. Horace Reed: ‘This case is similar to 
one previously shown here. Proper differential 
diagnosis is essential to treatment. If this is 
a secondary growth in the neck it is inoperable. 
If it is a primary growth in the neck surgery 
will help. 1 understood that at one time there 
was a history of lancinating pain behind the 
ear in this case. DeQeuervain says that such 
pain occurred in a case of his of cancer of the 
ethmoid before metastases occurred. 


In hard growths of the neck we should make 
sure that the primary growth is not in the 
mouth or nasal passages. 
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New Mexico, Tennessee, lowa, Ohio, California, Colorado, Indiana, 
Missouri, New Jersey, Vermont, Texas, Michigan, West Virg'nia. 


Meetings held on first Tuesday of January, April, July and October. 
Oklahoma City. Do not address communications concerning State 

rd examinations, reciprocity, etc., to the Journal or to Dr. C. A. 

mon, Secretary, but to Dr, J. M. Byrum, Shawnee, Secretary of 
the rd. 


CHAIRMEN OF SCIENTIFIC SECTIONS: 

General Medicine, Neurology, Pathology and Bacteri- 
ology; Dr. T. H. McCarley, Chairman, McAlester. 

Genito-Urinary, Skin and Radiology; Dr. M. M. Roland, 
Patterson Bldg., Oklahoma City, Chairman, Dr. Robt. S. 
Love, 830 American Nat. Bldg., Oklahoma City, Secre- 
tary. 

Surgery and Gynecology; Dr. J. M. Byrum, Chairman, 
Shawnee. 

Eye, Ear, Nose and Throat; Dr. C. M. Fullenwider, 
Chairman, Barnes Bldg., Muskogee. 

Obstetrics and Pediatrics, Dr. W. W. Wells, Oklahoma 
City, Chairman, Dr. J. Raymond Burdick, Tulsa Secretary. 


STANDING COMMITTEES.* 


Legislative-—Drs. Hugh Scott, Chairman, 304 Oil 
Exchange Bldg.; A. K. West, Majestic Bldg., Oklahoma 
City; J. M. Byrum, Shawnee; G. A. Boyle, Enid; C. A. 
Thompson, Muskogee. 

Hospitals.—Drs. Fred S. Clinton, Chairman, Oklahema 
Hospital, Tulsa; M. Smith, Colcord Bldg., Oklahoma City; 
C. A. Thompson, 508 Barnes Bldg., Muskogee. 

Medical Education:—Dr. Wann Langston, Chairman 
Oklahoma City, University Hospital, Dr. A. B. Chase 
Colcord Bldg., Oklahoma City, Dr. W. A. Fowler, Okla- 
homa City. 

Tuberculosis, Study and Control.—Drs. Leila Andrews, 
Chairman, Colcord Bldg., =e" City; Horace T. Price, 
303 Palace Bldg., Tulsa; . W. Heiczman, 508 Barnes 
Bldg., Muskogee. 

Health Problems in Education.—Drs. G. A. Wall, 
Chairman, 720 Mayo Bldg.; J. R. Burdick, Hotel Ketchum, 
Tulsa; A. S. Risser, Blackwell; J. T Martin, 200 W 14th; 
Edw F, Davis, 343 American National Bldg., Oklahoma 
City. 

, Study and Control.—Drs. LeRoy Long, Chair- 
man, Colcord Bldg., Oklahoma City; E. S. Laiu, 
Patterson Building, ‘Oklahoma City, Gayfree Ellison, 
State University, Norman; McLain Rogers, Clinton. 

Venereal Disease Control.—Drs. W. J. Wallace, Chair- 
men, 830 American National Bldg., Oklahoma City; 
Ross Grosshart, Tulsa; J. H. Hayes, Enid. 

Vision, Conservation.—Drs. W. Albert Cook, Chairman, 
Palace Bldg., Tulsa; D. D. McHenry, Colcord Bldg., 
Oklahoma ity; John R. Walker, _ 

Committee on Benefactions:—Drs. J. Moorman, 
Chairman, Ist. Nat. Bldg., Oklahoma Chy: j: H. White 
Muskogee. R. V. Smith, Daniel Bldg., Tulsa. L. A. Turley 
Norman. McLain Rogers, Clinton. 

*This list is published bi-monthly. 


COUNCILORS AND THEIR COUNTIES. 

District No. 1. Texas, Beaver, Cimmarron,, Harper, 
Ellis, Woods, Woodward, Alfalfa, Major, Grant, Garfield, 
ca and Kay. A. S. Risser, Blackwell.(Term expires 
924) 

District No.2. Dewey, Roger Mills, Custer, Beckham, 
Washita, Greer, Kiowa, Harmon, Jackson and Tillman. 
L. A. Mitchell, Frederick. (Term expires 1923) 

District No. 3. Blaine, Kingfisher, Canadian, Logan 
Payne, Lincoln, Oklahoma, Cleveland, Pottawatomie,Semi- 
nole and McClain. M. E. Stout, Oklahoma City. (Term 
expires 1922) 

District No. 4. Caddo, Grady, Comanche, Cotton, 
Stephens, Jefferson, Garvin, Murray, Carter, and Love. 
J f. Slover, Sulphur. (Term expires 1923) 

District No.5. Pontotoc, Coal, Johnston, Atoka, Mar- 
shall, Bryan, Choctaw, Pushmataha and McCurtain. J. 
L. Austin, Durant. (Term expires 1922). 

District No. 6. Okfuskee, Hughes, Pittsburg, Lati mer 
LeFlore, Haskell and Sequoyah. L.S. Willour, McAlester. 
(Term expires 1924). 

District No. 7. Pawnee, Osage, Washington, Tulsa, 
Creek, Nowata and Rogers. Chas. H. Ball, Tulsa. (Term 
expires 1923). 

District No. 8. Craig, Ottawa, Delaware, Mayes, 
Wagoner, Cherokee, Adair, Okmulgee, Muskogee and Mc- 
Intosh. C. W. Heitzman, Muskogee. (Term expires 1922), 
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EDITORIAL 











NATIONAL CANCER WEEK-RESPONSI- 
BILITY OF THE PHYSICIAN 

Last month we called attention to the hope 
that the Oklahoma profession would in every 
possible manner cooperate in making “Cancer 
Week”, October 30th to November 5th, the 
outstanding success we may and will make of 
this date 7 we only use very little effort and 
intelligent application of the plan outlined. 

To once more refresh our minds we will note 
some of the activities which may be under- 
taken in this laudable work. 

First. The medical societies should arrange 
a comprehensive program in which their best 
minds will deliver papers on some subject of 
cancer. 

Second. The same preliminary or arrange- 
ment meeting should provide for meetings to 
which the public is invited. For these meet- 
ings the greatest care is desirable as to formu- 
lation and execution of subjects to be handled. 


No hurriedly prepared, indifferently written 
statements should be delivered to the people. 
Notoriously unable to comprehend the fine 
points of discrimination of this or any other 
medical matter, the material given them should 
be simple, but true and accurate. That de- 
livered to women’s and similar clubs should 
undoubtedly stress the great importance and 
menacing potentiality of the unrepaired lacer- 
ated cervix, vaginal outlet and breasts as cancer 
producers. The end results of ignored lesions, 
for years simple and unnoticed, about the 
human face, should not be overlooked. 

Our duty is plain and easy. It is to warn 
the intelligent layman that cancer is largely 
preventable if taken in time, that we do not 
intend hysterical reaction as to these things 
or that the pendulum of proper safeguarding 
shall swing to the ridiculous extreme, but do 
wish to convey the actual fact that by timely 
care much misery, cripplement and death may 


be avoided. 


Third. The man, more than any other, 
responsible for the ravages of cancer, is the 
physician himself. If he attends his, labor 
cases, dismisses them without proper late ex- 
aminations to ascertain the very common 
existence of cervical lacerations, easily repaired, 
demanding repair if a certain number of future 
cancers are to be avoided, if he forgets the 
potential destruction inherent in the —— 
little breast pump, in _the small growth, 
never has troubled me”, about the face; Tg 
and most certainly he has neglected performance 
of a function that he alone may perform, knows 
the danger if neglect is his custom, and is the 
one trusted to stand between his charge and 
that very menace. Suppose we all together do 
our duty in this matter. If your society has 
not already met for this purpose you make it 
your duty to have a meeting called to do so. 
You are just as much the American Medical 
Profession as any other man, so it is up to you 
to do your duty. 


UNIVERSITY HOSPITAL NOT A DUMP- 
ING GROUND 


Elsewhere (See Miscellaneous, this issue) is 
a communication from Dr. Wann Langston, 
Medical Superintendent, University Hospital, 
Oklahoma City, which calls attention to a 
situation that has been causing friction and 
much unwarranted criticism of the hospital 
authorities since its formal opening for recep- 
tion of patients. 


There is every indication that these patients 
arriving unheralded by any prearranged advices 
to the hospital, have either been wholly left 
in the dark as to entrance requirements, mis- 
advised unwittingly or deliberately. The cost 
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of caring for patients approximates four dollars 
per day per patient, so it will be at once seen 
that no institution can long maintain the strain, 
its meagre appropriations considered, which 
wholesale dumping of patients entails upon the 
management. This communication rightly 
hopes to secure the cooperation of the Okla- 
homa doctor who may direct such patients to 
that institution for care at reduced rates. We 
have stated before that this institution is the 
pride already of many observing Oklahoma 
medical men, it should grow in the esteem of 
the state-wide profession as the great good it 
has done and will continue to do becomes ap- 
parent, but no reasonable person expects it to 
receive hordes of non-pay patients and keep 
its doors open with the available resources at 
the point the Legislature now maintains. 

In those cases where it is sought to enter 
patients, the physician should first advise the 
hospital, ascertain its ability to receive the 
case—it should be borne in mind that hospitals 
are often filled to capacity with a long waiting 
list—and make it very clear to the prospective 
entrant that he must be prepared to meet the 
modest charge of $15.00 per week for his care. 
At that he contributes nothing for profit, barely 
meets the State half way. Cases of such nature 
that a long stay is inevitable should know this 
and most emphatically. We rely upon our 
profession to do the right thing in this matter. 


INDUSTRIAL DEATHS AND 
DISABILITY 

Industrial Deaths and Disability Toll of the 
Nation as given out by The Bureau of Labor- 
Statistics, Washington, deserves careful analy 
sis with a view to decreasing those due to 
avoidable accidents. During 1920 twenty-four 
thousand men and women lost their lives while 
engaged in various industrial occupations. 
Three million were injured of which 3,000 were 
so severely hurt they never were able to resume 
their work. Commenting on the total, a writer 
states that “This means that ten persons were 
killed during each working hour, or 80 daily. 
Ten thousand were hurt every day, some so 
severely that they were permanently incapaci- 
tated. ‘he figures are estimates of the Bureau, 
as seven states have no provision requiring 
report of accidents. It is said that in former 
years steam railways caused more fatalities 
than any other of the large industrial groups, 
while ore dressing has the fewest” 

During the last twency years industrial acci- 
dents have shown a sharp decrease, largely due 
to installation of safety devices, systematic 
inspection of hazardous machinery and the 
constant effort of organizations to warn those 
coming in contact with dangerous appliances. 
It seems only yesterday when amputation of 


crushed fingers, toes, feet, hands, arms and 
lower limbs were the order of the day in the 
life of evey railway or other corporation 
surgeon, now they are rare, and due to execut- 
ing the early-dressings and ingenious applicable 
surgical manoveure, many such formerly doom- 
ed to loss of those members, have had preserved 
for more or less use the limb which the then 
surgical verdict amputated. 

There is yet room for improvement, especially 
so as to the cases of prolonged, dangerous 
infections. Many plants have periodic instruct- 
ion given employees both as to prevention of 
accidents and how not to meddle with what 
will be a simple thing if left alone until the 
surgeon takes charge. 

We, however, experience constantly the case 
of small injury, when first seen by the surgeon 
grown into a formidable affair, brought to its 
bad state by well intentioned meddling by 
fellow workmen and foremen with misplaced 
ideas of their function, which is not to do 
surgery or render poor first aid, except to 
locomotives and machines under their charge 
Inducing them to keep their dirty fingers away 
from wounds, washing the lacerated injury full 
of absorbable dirt and extra infections, in actual 
practice seems impossible of accomplishment. 
If the thousands of shops and plants of the 
country could only be taught the virtue of a 
clean, dry bunch of gauze over a wound, prompt 
transportation of the injured to the doctor or 
near hospital, then we would have a further 
great reduction of industrial disability and 


death. 


“SILENCE IS GOLDEN”, SO DOCTOR, 
KEEP QUIET 

“Silence is Golden”, there is no doubt about 

it, but unfortunately we doctors, for that mat- 


_ter probably we only exhibit the ordinary hu- 


man frailties when we face some sudden sur- 
prise, some unexpected outrageous attack upon 
us, often on a matter in which we are not 
culpable, have delivered our best efforts and 
honest service, only to face sudden and vicious 
attack, can hardly be blamed for forgetting 
what shrewd men know to be the best course 
and so we cry out against the outrage, we give 
out interviews for people to read which only 
agitates a matter often to our detriment. ‘This 
especially applies to the doctor unjustly facing 
malpractice allegations. If there ever was a 
time when one should strictly keep his own 
counsel it is then. No amount of explanation 
will do any good, for the explanation goes to 
those who have absolutely’no concern with the 
affair. It is none of their business and only 
arouses a morbid curiosity and interest other- 
wise best left quiescent. The only proper place 
to discuss the affair is in the Court, before the 
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judge and among our peers selected to pass the 
final verdict. The doctor should remember that 
that verdict is almost always with him. Most 
of these suits never even get to the jury, the 
court, knowing and sensing the outrage, rebukes 
the plaintiff and his low grade attorney by 
telling them “You have no case, not even after 
your uncontradicted story is told in entirety. 
All you have been able to dig up against this 
defendant, all your twistings of the facts, your 
distortions of trivialties, do not constitute a 
cause of action. The defendant is discharged, 
the jury is directed to return a verdict for 
him and return him to his labors not dishon- 
ored, but exhonorated, as for you Mr. Plaintiff, 
Get out”. This is the pitiable finale of most 
of them. A few get to the jury, but the tail 
end of the jury usually meets the front end 
returning from the jury room with a vindication 
for the doctor. So why all this hysteria over 
a suit. Look the World squarely in the eye, 
serene in the conciousness that you have done 
no wrong and that in the end your friends will 
have ample evidence that you have not. 
But Doctor, Keep your mouth shut. 


DOCTOR, WHAT OF THE EMERGENCY? 
ARE YOU PREPARED? 

The temptation to rail out against the impos- 
sible condition as to orderliness, sanitation and 
neatness in the offices of the doctor has long 
abided with us, but the realization that the 
effort probably would add to the reputation of 
being an “Old Scold”, and procrastination on 
other scores has deferred the work. Now we 
have had our attention called to a leading article 
in Hospital Management,a National publication 
devoted to the interests of hospitals and their 
problems, wherein the achievements of the 
Oklahoma Hospital, Tulsa, during the recent 
racial disturbances, is graphically depicted by 
Dr. Fred S. Clinton, the hospital’s Chief 
Surgeon. Adoption of the 13 rules set forth 
should be considered by all our hospitals and 
in modified form, so far as applicable, by 
doctors, especially those called upon to do 
emergency work throughout Oklahoma. 


“Regulations Governing Emergency Cases” 

(1) Do not get excited, but proceed in an 
orderly and systematic manner to render a 
real service to the patient. Keep others quiet. 
Unless required to restrain patient exclude 
everyone from the room while preparing 
patient for bed or operation. 

(2) Call the doctor as soon as you hear or 
know anything about the arrival of a patient. 

(3) Carefully remove all clothing, if possible; 
at least loosen tight clothing, and see that all 
valuables or evidence of any nature are pre- 
served until properly accounted for. 


(4) Prepare hypodermic (morphine suplhate, 
grains 1-4 and atropin 1-150) but do not give 
it until ordered by the doctor. 

(5) Bathe the patient around the injured 
parts, being careful not to contaminate open 
wounds or disturb broken bones. 

(6) Make patient comfortable as possible by 
use of pillows, application of heat outside of 
blankets, etc. 

(7) Do not give patient anything to eat, 
drink or smoke unless it is permitted by doctor 
“Start The Sterilizer.” 

(8) Start the sterilizer and see that it has 
water in it. The following supplies should be 
in readiness for any case of sudden injury. 
Plenty of hot and cold water, two or more basins 
slop pails, soap, scrubbing brushes for hands, 
towels, sheets and such instruments, or splints 
as occasion might require as follows: 

(a) For emergency, hot sterile water, 
sponges, gauze, cotton, bandages and 
necessary instruments 

(b) For fractures, plenty of cotton, 
splints or material from which they may 
be made, bandages and adhesive plaster 
or plaster of paris. 

(c) For burns or scalds, sterile ointment, 
vaseline, gauze, wood or metal spatulas 
for spreading the dressing and necessary 
bandages. 

(d) For shocks, hot water bags or bottles 
and warm blankets. 

(e) For sunstroke, thermic fever, cold 
water and ice, heat exhaustion, stimulants. 

(f) For poison—prepare to wash stom- 
ach, etc. 

(9) Get gown for patient and doctor. 
(10) If injured area is covered with hair, 

prepare to shave the same. 

(11) Case of open injury sterilize instruments, 
gloves for necessary care of same. 

(12) Use utmost gentleness in the care and 
handling of every injured person, keeping in 
mind your responsibility and the reputation of 
the institution for intelligent and sympathetic 
service. 

(13) Avoid the discussion of the patient’s 
injuries or condition in his presence. 

“If wisdom’s ways you widely seek, five 
things observe with care: of whom you 
speak, to whom you speak and how, and 
when, and where.” 





RULES FOR ADMISSION OF TUBERCU- 
LAR PATIENTS TO TALIHINA SANI- 
TARIUM 
Drs. A. R. Lewis, State Commissioner and 
D. Long, Superintendent of the Talihina 
Sanitarium have issued regulations governing 
the above matter. It is believed that it will 
be of useful interest to note those sections which 
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concern the physician attendant of this class 
of cases. 

A charge of $12.50 per week will be charged 
those able to pay, those unable to pay may - 
entered, under terms of the law enacted i 
creating this institution, by application hem 
the patient, verified by afhdavit of a county 
commissioner that the patient is a resident of 
the State, unable to pay, and that the expense 
will be met by the county from which the case 
is sent. The excise board of the County is 
authorized by the Act to make special levy 
to meet such expense. They must be admitted 
on request of either the county health officer, 
public health nurse of the sanitarium, or the 
State Board of Health. Certain necessary 
forms which will, when completed contain all 
available information as to the case, are to be 
obtained by application from the State Com- 
missioner of Health or the Superintendent of the 
Sanitarium, Talihina. 

The various officers concerned with the 
operation of this new institution expect the 
support and aid of the profession in execution 
of these details. It is strongly urged that by 
no other procedure may admittances be made, 
and any deviation from the established rules, 
or attempt to evade them will only cause un- 
necessary delay in a matter of which delay is 
more than eee. 


THE OKLAHOMA DOCTOR AND 
UNIONISM 


The JOURNAL has just received from a 
committee of the Muskogee Typographical 
Union a statement signed by its representa- 
tives—men of the very highest type of citizen- 
ship and real worth. The letter is a brief 
statement that Muskogee employers have 
declared for the “Open Shop”, that the strike 
now existing is not due to controversises over 
wages or hours, but a deliberately prearranged 

ogram to destroy the principles of Unionism. 
We are asked, of course, to study the problem 
and pass upon the merits of the matter. 


Discussion of these matters probably is 
unusual in the pages of a medical publication, 
but as our profession is an important part of 
the entire citizenship, it is our duty probably 
to assume our share of the decision in such 
matters. It is a very questionable attitude 
to assume, that most of our profession have 
assumed in the past, that we are not concerned 
with “‘politics’’, with this and that, that we are 
only concerned with medicine. We touch, in 
our work, every phase of human endeavor. 
Unless we give the vital things, which affect 
us as much as any other person, due study and 
stand for the right, we will have missed doing 
our duty exactly in extent to the proportion 
we treat, or mistreat, such matters. 


This letter, however, gives an opportunity 
to note some facts relative to the pernicious 
misstatements and policies adopted by Union 
Labor toward the Oklahoma doctor, and to- 
ward those things the doctor imagines he knows 
more about than any union labor official, who 
we can not but regard, the light of past experi- 
ences in the scales, as wholly unjust to our prof- 
ession, also, wholly unfitted to pass on the com- 
plex problems with which the doctor only is fitt- 
edto deal. This complaint especially refers to 
an episode occurring just prior to the last 
election (Nov. 1920), when the statement was 
eed to do the most damage, a statement, 
by the way, wholly untrue, and which will be 
seen at once to be untrue, surely known by 
the speaker or proponent as untrue, if any- 
thing under the sun is false. At Shawnee, 
certain alleged leaders representing the State 
Federation of Labor were either seduced by 
sophistry or cheap argument—and our Charity 
prompts us to give it that cloak—issued a 
statement asking union labor to stand with 
the Chiropractics, to vote for their measure, 
that the medical profession was a “Trust’’, a 
“Combine”, and always found opposing union 
labor. A meaner untruth was never uttered, 
for the doctor, ever close to the stern realities 
of existence, certainly is in the majority found 
supporting the oppressed. Certainly he has 
never been found “knocking the block off” 
some other doctor who attended a case he would 
not attend by reason of former unpaid services. 
The “blacklist”, the “unfair to the doctor’’ list 
is practically unknown and a list of delinquent 
patients is always frowned upon by sympa- 
thetic physicians for the very reason that harm 
may befall the helpless child of the man in 
question, that human suffering must be re- 
lieved regardless of the pay. How does that 
compare with the selfish actions of certain 
organized bodies? They are now reminded 
that refusal to issue transfer union card to the 
parting dead beat member by his union, is 
unknown. He is allowed to go Scot Free to 
the detriment of the people to whom he goes, 
with the “God Bless You”, in the form of a 
union card. Yet this Shawnee meeting called 
us a “Trust” and “unfair”. Like producing 


like, the latest assininity to have birth in the 


same city, Shawnee, came the other day in 
the form of a resolution of record, which would 
have the lawmakers prohibit the writing of 
prescriptions in anv except English words. 
Latin especially, these “fitted”, organised 
pirates upon the common, unorganized, would 
taboo. If there ever was a proposition pro- 
posing to regulate that of which the regulators 
know nothing, it was this very one. Feeling 
his weakness and impotence in the face of 
precise, hard earned knowledge, he would 
remedy it, by rising? No, but by pulling the 
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htted down to his unfit level. Not knowing 
nor caring to know that every name existing 
in medicine today, especially anatomical, has 
for its parentage the Latin, that discarding 
that derivation would be more difficult than 
changing every town name in the United States, 
for instance, simply because it sprung from 
its Indian forebears. Nor does he know that 
the words composing the English prescription 
today, pass current the world over, that it is 
the language of precision and science. Lastly 
he does not know that his proposition is that 
of the ignoramus to the informed. 


With these two instances for foundation it 
is not difficult to imagine what would result 
were these impertinent “regulators” vested 
with the power to dictate to the public. That 
their effrontery has only one bound is apparent 
and that is their own selfish interests. All 
other considerations must bow to that. Ex- 
ercise of liberty of thought and action has no 
place in his curriculum, if it dares to use the 
prerogative born of American liberties, hire and 
fre whom he pleases, pay wages according to 
what is earned, rather than on a scale which 
would give the inefficient the reward of the 
efficient. 

We remind these organized disorganizers 
that we abhor their McNamara’s, their Sam 
Parkses, the spirit that would starve an 
American simply because he chooses to do as 
he pleases. Much could be written about the 
matter, but it is sufficient to point out that the 
doctor will not be a party to any organization 
which has for its highest principles the securing 
of values by brigandage upon the unorganized. 
We reserve the right to serve whom we will and 
for what those concerned agree is just re- 
muneration. We remind them, however, and 
here is wherein the doctor demonstrates that 
he is not fitted to be a union man, that we shall 
continue to alleviate human suffering regardless 
of its cloaking or disguise. The day will never 
come when we will have to grovingly ascertain 
if the man we are about serve is the possessor 
of a “Union Card”. Our profession demands 
that there be no limit to attainment upward, 
that the laborer in our field must evidence the 
ability to deliver the goods on his own abilities 
else fall by the wayside in obscurity. The 
efficient will never be found harnessed to the 
low level of our inefficient. Is that 
not sufficient demonstration that we 
are not a “Trust”? It may be, let 
the shoe pinch if unfit, that that too, demon- 
strates that we can never be a “Union” 


It is our belief that Union Labor has more 
than ics hands full if it passably attends to its 
business. About the last thing it should dabble 
with, unless it be some misguided Ass, is the 
science of medicine. These “organized” should 


sense their utter unfitness for dictation of 
matters so far beyond their capabilities. We 
have no objection to their coming “up”, we 
do object to going backward and will not 
descend to their level. 

The Oklahoma doctor should not forget the 
high regard in which he is held by these 
worthies. 





Editorial Notes—Personal and General 











Dr. E. Forrest Hayden, [ulsa, has been sued for mal- 
practice. A sponge is alleged to have been left in the 
wound. 


Dr. J. A. Morrow, Sallisaw, has been sued for alleged 
malpractice. 


Dr. F. K. Lewis, formerly of Sparta, Tenn. has located 
in Sapulpa. 


_Cancer Week—Do Not Forget The Date—October 30— 
November Sth. 


Dr. C. W. Heitzman, Muskogee, visited California points 
in August and September. 


Dr. G. S. Barber, Lawton, has been served with 
summons, alleging malpractice. 


Dr. Leila E. Andrews, Oklahoma City, visited Excelsior 
Springs during September's Vacation days. 


Dr. and Mrs. W. R. Butler, Maud, made an extensive 
automobile trip over southwestern Texas in August. 


Dr. J. J. Nabhan, Tulsa, announces his early departure 
for Europe where he will remain for several months. 


Dr. Curt Von Wedel, Oklahoma City, has been sued for 
oe malpractice. Failure to remove enough tissue is 
alleg 


Drs. E. O. Barker and M. W. Larkin, Guthrie, have been 
sued for malpractice, in Logan County. Death due to 
ether is alleged. 


Dr. J. A. Copus, Muskogee Dentist, charged with ei 
forming a criminal operation received sentence of four 
Years on jury trial. 


Drs. A. P. Gearhart and Wm. Leslie, Blackwell have 
been sued for alleged malpractice in Kay County. Death 
due to shock is alleged. 


Sulphur’s Soldier Hospital will be constructed by W. 
S. Bellows, Oklahoma City, whose bid-of $138,000 was 


the lowest of ten bidders. 


Dr. Frank Bates, Coalgate, and Miss Myrtle Jones of 
that city were married September 15th., immediately 
departing for a bridal tour to St. Louis and Kansas City. 


Oklahoma City Babies entered at the Health Contest 
during the Oklahoma City State Fair were examined by a 
corps of 37 Oklahoma City physicians. 


Oklahoma County's Tuberculosis Hospital will be opened 
for care of patients during October, according to announce- 
ment of the Country Commissioner in charge. 


Dr. and Mrs. Dick Lowry, Oklahoma City, have returned 
from several months sojourn in New York City where Dr, 
Lowry has been doing special work at Bellevue. 
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Oklahoma County Medical Society will hold its first 
fall meeting and banquet September 24th in the evening. 
Thereafter meetings will be held as per regular schedule. 


Dr. and Mrs. S. N. Mayberry, Enid,returned late in 
September from a two months motor trip to Colorado, 
Wyoming and Minnesota points, ending their vacation at 
their summer home, Government Point, Minn. 


Council Passed* The following articles, product of our 
advertisers, have been accepted by the Council on Pharma- 
cy and Chemistry, A. M. A. Procaine, Abbott. Tablets 
of Benzyl Succinate-Hynson, Westcott and Dunning. 
Caseo-Mead Johnson & Co. 


Dr. John T. Slover, Sulphur, has just undergone the 
experience your Secretary-Editor has always maintained 
every physician and nurse should experience, a succ -essful 
operation for appendicitis. Dr. Slover is rapidly conval- 
escing and will soon be about again. 


Dr. Arthur Rimmer Lewis, State Commissioner of Health 
and Miss Mildred Hargis, Oklahoma City were married 
at Oklahoma City September 15. The JOURNAL joins 
the many friends of Dr. Lewis in extending congratu- 
lations and good wishes on his step. 


Dr. Benjamin H. Brown, Muskogee, excited the envy 
of the Journal by sending a picture card of his amiable self 
propelling a birch bark canoe over Iron River, Michigan, 
where he and his family are enjoying the crisp northern air 
and taking their vacation in the best manner known. 


Kiowa County Commissioners recently adpoted reso- 
lutions fixing fees which would be allowed for medical 
attention rendered indigents and other persons unable to 
pay for such service Proviso was attached requiring 
some person interested in summoning the physician to 
make affidavit setting forth inability of the patient to pay. 


Neurology and Psychiatry Sections, Hot Springs meeting, 
Southern Medical Association will hold their first meeting 
November I4th. the preliminary program issued by Secre- 
tary, Dr. Paul V. Anderson, calls for a symposium on 

“Early Detection of Insanity”, with four papers, the re- 
mainder will offer six papers with the Chairman’s address 
and discussions on the subjects offered . 


Dr. Thos. Lane, fF] Reno, has assumed the position of 
“the worm that turneth”. Injured badly by careless 
automobile driving, he has taken the identical course so 
many of the “Deer pepul” have lately been taking against 
our profession, he has gone into Canadian County Courts 
asking the sum of $2,574 damages resulting from the 
injury. We are vindictive enough to wish him every 
success. 


Dr. Frank H. McGregor, Mangum, has been honored 
by election to the Post Commandership of the Mangum 
American Legion, just when that city has completed a 
very handsome home for the Legion. In passing it is 
proper to note that Dr McGregor came home our most 
decorated physician, while it will be news to many that 

angum also possesses the only aviation “Ace” in Okla- 
homa. 


Tulsa County Society again enters the harness, its first 
fall meeting announced for October 10th. The society 
recently passed a resolution of thanks for Collier's Weekly 
anent the editorial “Keep Hands off the Doctors”. Reso- 
lutions condemning reckless driving in Tulsa, on part of 
ambulance drivers which has enacted a high toll were also 
passed and sent the newspapers as well as the undertaking 
companies. Drs. W. A. Cook, G. A. Wall and A. W. 
Pigford were Shnaiaiod a Committee to push Tulsa’s 
claims for the proposed Soldier Hospital. Drs. Wall, 
Pigford and C. W. Osborn were delegated to seek passage 
of ordinance Ss the use by automobile drivers of 
the physicians emblem 


Hospital Location Advantages, it is proposed will be 
the subject of a questionnaire by the Soldiers Relief Com- 
mission, American Legion which proposes to mail a set of 
questions to each city candidate for the hospital, which, 
when Fg me will cost $500,000. The Commission will 
ask each city why they think the hospital should be located 
in their particular baliwick. Well, we will answer for our 
own town right now. It is large enough, accessible, pos- 
sessed with a very fair ability, professionally speaking, has 
abundant entertainment facilities, including high grade 
hotels, theatres, parks, people of good social attainment, 
culture, wealth, sympathy for the stricken boys, a water 
supply impeccable since its creation to this day, and very 
likely to remain so, a past history as to achievements in 
all things municipal and patriotic not necessary to remind 
the Commission of. Volumes could be written, but we 
believe this covers the essentials. We will be glad ro 
hear from other centers, for this publication is partial to 
no one and open to all things reasonable. 


Pawhuska Parking Ordinances are the Bete Noir of 
Dr. Leonard Williams of that City, who asks the JOURNAL 
the Why of the Irritating thing. Well, as our legal 
opinion is often sought we give it in this connection as 
being the proper right absolutely of Oklahoma cities. and 
towns to enact all reasonable regulations safeguarding the 
comfort, lives and happiness of the citizen. Among these 
powers 1s the right to require persons to inconvenience 
themselves for the good of all, the legislature especially 
conferring street and trafic regulation ordinances to the 
wisdom of the municipality. As a rule, however, much 
latitude is permitted the hurried, harried physician, he 
may park his car in direct violation of the law, in emergency 
demanding that course, he may exceed the speed limit on 
occasion and no sensible court will hold him at fault 
therefor, but if he has plenty of time, no hurry necessary, 
he has no right to do that which the ordinary mortal may 
not do. Perhaps the Pawhuska City Fathers need a 
reminder that sometimes a doctors movements are more 
vital than that of the police patrol or fire wagon. 


Dr. Earl D. McBride, Oklahoma City, brings home many 
stories of i interesting facts and information relative to the 
European situation as left by the World Ww ar. As instanc- 
ing the difficulties under which the “New Democracies” 
are struggling he recites the widespread inability of the 
common people to adjust themselves to the new situation 
Asking the name of the President of Austria elicited almost 
total ignorance, they knew they had something “like you 
Americans, a Republic”, but paces not even recall who their 
President was. * He verifies much of the news reports as 
to the frightful condition of the people, there is much 
actual physical suffering and hunger, and the situation is 
not confined to any one class for many of the great fortunes 
formerly existing were swept away by the wars destructive- 
ness and as a consequence the better class of people suffer 
along with the others. Food is very scarce and unobtain- 
able in many sections. The Austrian Kronin, before the 
war was worth about 20 cents, isnow worth only 1-10th 
of a cent, so the fortunes of thousands of Kronin accumu- 
lated by years of thrift has dwindled until now it represents 
only a few dollars in actual, intrinsic purchasing value. 
Truly the Hapsburgs Junkers, and Hohenzollerns have 
much to answer for, in fact no atonement commensurate 
with the suffering they created by their foolishly permitting 
war, when a word would have hatled it, can ever be made 


The Surgeon General, U. S. Public Health Service 
announces that owing to the great interest taken in the 
Washington meeting the one planned for next fall has been 
abandoned and instead, in order to give every one in the 
country opportunity to participate in the work, a series 
of twenty-four institutes will be held in the centers below 
indicated, on the dates specified. The Hot Springs and 
Chicago meetings will consider venereal problems only 
The Surgeon General advises as follows: 

It is expected that most of the well known specialists 
announced for the two-weeks’ institute in Washington 
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will be on the faculties of two or more of the various local 
institutes. Below is a schedule of courses which will 
probably be adopted, with various alterations, by most 
of the institutes. No tuition will be charged. 

Last year four times as many persons attended the 
Venereal Diseases institutes as were expected. In order 
that adequate plans may be made for this series of local 
institutes, prospective attendants should mail a card to that 
effect to H. S. Cummings, Surgeon General. 


Tentative Schedule of Dates 


Hot Springs ; October 
acksonville Nov. or Dec. 
New Orleans Jan. 9—14 
Columbia Jan 9—14 
Dallas Jan. 16—21 
Birmingham Jan. 16—21 
Memphis Jan. 23—28 
Louisville Jan. 30—Feb. 4 
Indianapolis Feb. 13—18 
Pittsburg Feb. 20—25 
Lansing Mar. 6 —Il1 
Chicago Mar. 13—I18 
Minneapolis Mar. 20—25 


Los Angeles 
San Francisco 


Portland. Oregon Apr. 10—15 
Kansas City, Kansas Apr. 10—15 
Spokane Apr. 17—22 
Newark Apr. 17—22 
Helena Apr. 24—29 
Albany Apr. 24—29 
Denver 

A New England City May | 6 
Washington Late in May 





DOCTOR GAYLORD AMES STAFFORD 

Dr. G. A. Stafford, Keiffer, for many years one of 
Creek County's useful practitioners died September 
18th. at the Duke Sanitarium, Guthrie,after an illness 
of several months, brought on by the strain incident 
to overwork. 

Born in Martinsville, Indiana, September 23, 1871, 
moving with his parents to Winfield, Kansas when 7 
years old where he grew to manhood, attending the 
common schools, after which he graduated in medi- 
cine at a Kansas City Medical College. He was mar- 
ried to Miss Anna E. Mathers, March 7,1898, at Paw- 
nee, Oklahoma, and from the union two children 
were born, the son surviving, now 18 years of age. 
During his life in Oklahoma he practiced at Ralston, 
moving from there to Keiffer where he has since 
been an active useful citizen. Funeral services 
under auspices of Rose Croix Chapter were given, 
the midnight service of that body being used. Dr. 
Stafford was also a member of the Odd Fellows, Elks, 
Ben Hur and other fraternal organizations. His 
immediate survivors are a wife, an aged mother past 
the fourscore mark, a son and brother. Many other 
more distant relatives mourn his loss, as does a large 
number of appreciative friends who had grown during 
the years of association to value his good works. 

DOCTOR BENTON LOVELADY 

Dr. Lovelady is dead, death came to him in the 
prime of life, Aug. 30th., just when he was best pre- 
pared to render service to the human family, and 
after several months illness brought about by a tumor 
of the brain. 

Dr. Lovelady was born on a farm in Southwestern 
Missouri, near Greenfield, July 9, 1877, moving to 
Indian territory when 15 years of age. Attending 
The Chattanooga Medical College as his meager earn- 
ings as a farm laborer permitted, he finally achieved 
the goal of graduation in 1905. He practiced between 
terms as many of us had to do in the Southwest, locat- 
ing successively at Irene, then in Indian Territory, 





later, Bearden, Okemah and finally at Guthrie,wher® 
he lived when death called him. During the time 
he was associated with Dr. C. W. Board, Okemah, F. 
Y. Cronk and J. L. Melvin, Guthrie. At the termi- 
nation of his career he was doing surgery exclusively 
and well. He was an enthusiastic Mason and inter- 
ment was had at the Guthrie Consistory, the mid- 
night service being rendered on September first. 
Interment was had at Summit View Cemetery, 
Guthrie. 

During the World War Dr. Lovelady applied for and 
was commissioned Captain, M. C. August 1918, re- 
ceived intensive training at Oglethorpe and Jackson- 
ville and was about to sail for overseas duty when the 
Armistice was signed. 

The many friends extend their sympathetic regret 
to the family in the untimely taking away of one of 
our number. 
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ADMISSION OF CLINICAL PATIENTS TO THE 
STATE UNIVERSITY HOSPITAL 

Patients are admitted to the clinical service of the State 
University Hospital upon payment of a nominal sum of 
fifteen ($15.00) dollars a week, which covers all expenses 
there being no extra charge for medical and surgical service, 
nursing, special investigations, etc 

In order to render the Hospital more accessible to the 
citizens of all parts of the state, the State has made no 
provisions for free beds at the University Hospital; the 
State assuming that the community from which the pa- 
tient comes should pay the nominal charge of fifteen dollars 
per week, which goes into the revolving fund of the Hos- 
pital. Therefore, it is necessary in every case that some 
one provide the fifteen dollars per week. This charge 
must be paid by the patient himself, or his friends, some 
local organization or by the Board of County Commis- 
sioners. In the latter case, the patient must bring author- 
ity from some member of the Board. 

In order to take advantage of these services, it is neces- 
sary that the patient present a statement from some 
reputable physician or authorized official to the effect that 
he is unable to pay’a regular fee, Wann Langston, M. D. 

Medical Superintendent, State University Hospital. 





Absracts, Observations from Current Medical 


Literature 

















EXTRACTS OF ARTICLES OF ORTHOPEDIC 
OBSERVATIONS ON THE OPERATIVE TREAT- 
MENT OF SCOLIOSIS 

Royal Whitman M. D. New York City 

(American Jour. Orthopedic Surg. July 1921) 

He explains that his remarks apply primarily to a class 
of cases of fairly advanced scoliosis in which backward 
projection of the ribs is the most noticeable element. He 
reviews the fact that Dr. Abbort’s method of overcorrection, 
and all others up to the present time have been proven too 
severe punishment to the patient and for the partial cor- 
rection obtained and for the lack of better methods, he 
has been employing for the last five years correction by 
lateral traction and application of cast while the patient 
is suspended in upright position. 

During the past year he has given the operative pro- 
cedures of Hibb’s and Forbe’s a trial. The correction 
in the upright position is the first step. Later the patient 
is placed in recumbency on a convex stretcher frame for 
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two or three months. Then the operation of fusion of 
the spinous processes and laminae 1s done to procure a 
wide area of ankylosis and this holds the correction perma- 
nently. 

He has only twelve cases so far toyreport and does not 
express final opinion on the efficiency of the method. 


Earl D. McBride, Oklahoma City. 


CONGENITAL ye LIS 
W. W. Meyerding M. D., ome F 
(dm. Jour. Orthopedic ecg Maxi, 1921) 

Torticollis of congenital origin is a deformity rarely met 
with in general practice of medicine and surgery. Only 
26 of more than 212,000 patients examined at the Mayo 
Clinic from Jan. 1910 to Oct. 1919 had a diagnosis of 
congenital torticollis and operation. The average age was 
17. Twenty-three of the 26 had had no previous treat- 
ment. The rarity, lack of, or inadequacy of the previous 
treatment together with the advanced age and marked 
deformity appear to warrant an investigation and report 
of results. Torticollis of other types such as spasmodic, 
rheumatic are not considered. 


The Trowbridge 
Training School 
A home school for nervous and 
backward children 
The best in the West 


E. Haydn Trowbridge, M. D. 


408 Chambers Bldg. KANSAS CITY, MO. 














The 1920 Record 


Amount collected from our members 








in 1920 
Paid for sickness and accident claims 
in. 1920 
Saved for future protection of members 


$47,825.00 
in 1920 


Total returned to members and saved for future 
protection 


$192,863.00 
in 1920 


Expense of operation less than 


per member in 1920 


This _kind of real insurance cost our members 
$13.00 for an accident policy paying $25.00 weekly 
and $5,000.00 death benefit, or $26.00 for two such 
policies, while the health policy, covering any ill- 
ness beginning thirty days shor date of policy, 
except venereal, epilepsy or insanity, has never ex- 
ceeded $17.00 per year. 


membership fee will now carry 
$3.00 either policy until Mar. 10, 1922 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


304-12 City National Bldg., Omaha, Neb. 























HOLMES HOME of REDEEMING LOVE 


A quiet and secluded home 


FOR UNFORTUNATE GIRLS 


Located on an 80-acre tract of land. Two 
Modern Buildings. 74 Beds. Delivery and 
Operating Rooms equipped witb all modern 


conveniences. 
MISS ANNA WITTEMAN W. W. WELLS, M. D. 
Superintendent Chief Obstetrician 
Route 2, Box 39 Telephone, Rural L. W. 5 


OKLAHOMA CITY, OKLA. 








DALLAS 


FORT WORTH 


TERRELL’S LABORATORIES 


ANALYTICAL — CLINICAL — X-RAY 
The North Texas and Oklahoma Pasteur Institutes 


SERVICE 





HELPFUL DEPENDABLE 





RANGER MUSKOGEE TULSA 


PROMPT EFFICIENT 


4-21 
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OFFICERS COUNTY SOCIETIES, 1921* 


County President Secretary 
NS ag ed oan nud J. W. Rogers, Watts . A. Patton, Stilwell 
De nies node Gwlad J. Medaris, Helena . E. Huston, Cherokee 
Atoka...................T. H. Briggs, Atoka M. Pinson, Atoka 
deci chactincnedhud 
Beckham................J. E. Standifer, Elk City J. E. Yarbrough, Erick 
Blaine..................F. R. Buchanan, Canton J. A. Norris, Okeene 
att wn c'pivaim oe John A. Haynie, Durant J. L. Austin, Durant, Okla. 
RII ae ae Se BE J. W. Padberg, Carnegie Chas. R. Hume, Anadarko 
Canadian................P. F. Herod, EIR Reno J. T. Phelps, El Reno 
Carter...... ..S. W. Wilson, Ardmore A. De Porte, Ardmore 
Choctaw................¥. L. McPherson, Boswell Reed Wolfe, Hu 
Cleveland...............J. R. McLaughtin, Norman Gayfree Elicen, Norman 
Cherokes...............W.G. Blake, Tahlequah P. H. Medearis, Tahlequah 
Comanche...............L. T. Gooch, Lawton W. J. Mason, Lawton 
ee ; ¥ W. T. Blount, Tupelo J. J. Hipes, Coalgate 
Cotton.... -caesaes...C. W. Alexander, Temple, Okla. A. R. Hancock, Walters, Okla. 
Gralig. ..'. 60. .ccccccetecatle mR. Rate, Vente R. L. Mitchell, Vinita 
Creek...................€. E. Kahle, Drumright . C. Stevens, Drumright 
Custer... ....0v. 6. es ares McLain Rogers, Clinton . C. Comer, Clinton 
ee EO ee W. E. Seba, Leedy, Okla. 
avn din. oktnteuticee O. C. Newman, Shattuck 
ee eee ty . H. Hayes, Enid Glenn Francisco, Enid 
Garvin....... is ok sete °. E. Norvell, Wynnewood W. P. Greening, Pauls Valley 
Grady........ a ae U. C. Boon, Chickasha, Okla. 
ee a Pe Chas. A. Brake, Medford, Okla. 
eee Frere aS . Nunnery, Granite J. B. Hollis, Mangum 
Harmon...............% 5 . Hopkins, Hollis »~ ¥ ww. Scarbrough, Gould 
Haskell.............: ei geC. Ru Tamiha «yi B. Turner, tigler 
Hughes............. s _J. W. Lowe, Holdenville, Okla. 1 
DOO. . cca cececcmene XN Fox, ‘Altus y } B. Hix, Altus ™ 4 
Jefferson................ A. G. Cranfill, Grady . I. Derr, Waurika 
DER, 6... bwaes os cet ii T. Looney, T: eninge, Okla. 
Ns cn 2 ch aetna C. W. Arrendell, Ponca City S.. Brgwne, Ponca City 
Kingfisher...............1. H. Vincent, Dover, Okla. * 4.0. “Meredith, Kingfisher, Okal. 
RR roa: J. A. Land, Lone Wolf . M. Bonham, Hobart 
ER Ee G. A. Kilpatrick, Wilburton . F. McArthur, Wilburton 
a ee Joseph J. Hardy, Poteau larrell Hardy, Poteau 
so tcnss akbowes> C. M. Morgan, Chandler, Okla. 
ee wand ie axheweean C. B. Hill, Guthrie J. E. Souter, Guthrie 
a ee Eee oe Sere A. E. Martin, Marietta, Okla. 
So. oa Los handel 
EES ee H. E. Rappolee, Madill W. D. Haynie, Kingston 
ec dd cae G. W. Tilly, Pryor Ivadell Rogers, Pryor 
RS sx od dec uccgoaen J. W. West, Purcell O. O. Dawson, Wayne 
McCurtain............ A. Graydon, Idabel R. H. Sherill, Broken Bow 
SS ere eee Dyton Bennett, Texanna W. A. Tolleson, Eufaula 
RS Se” G. W. Slover, Sulphur W. H. Powell, Sulphur 
Muskogee............... F. W. Ewing, Muskogee A. L. Stocks, Muskogee 
gE a FSS D. F. Coldiron, Perry, Okla. . L. Dorough, Perry, Okla. 
See ee Robert Allen, Nowata . J. Bagby, Nowata 
Okfuskee............... . A. Kenedy, Okemah H. A. May, Okemah 
Oklahoma............... orace Reed, Oklahoma City Tom Lowry, Oklahoma City 
Okmulgee............... W. B. Pigg, Okmulgee Harry E. Breese, Henryetta 
SEES cwescscvecssdued M. M. DeArman, Miami General Pinnell, Miami 
Ie. ces cadbakaes Roscoe Walker, Pawhuska G. E. Stanbro, Pawhuska 
PIs das csnsecacwae E. F. Robinson, Cleveland, Okla. 
Re nes so caketaund Benj. Davis, Cushing {: B. Murphy, Stillwater 
Pittsburg........... ... J. W. Echols, McAlester *. L. Watson, McAlester 
Pottawatomie............]. A. Walker, Shawnee Es Ge y ey _—_ 
SE Trees W. D. Faust, Ada W. E. Boyce, A 
Pushmataha............. George Robinett, Albion J. A. Burnett, ll Creek 
Rogers..................A. M. Arnold, Claremore W. P. Mills, Claremore 
Roger Mills............. 
Seminole.............. W. L. Knight, Wewoka, Okla. 
Sequoyah............... E. P. Greene, Sallisaw, Okla. 
ER os cexcénenceus 4 Bartley, Duncan E. B. Thomasson, Duncan 
Es cccovenndaench eal H. Langston, Guymon R. B. Hayes, Guymon 
Lei wawnbee ie A. W. Pigford, Tulsa Roy W W. Dunlap, Tulsa 
Tillman.................0. G. Bacon, Frederick L. A. Mitchell, Frederick 
Eu adetéivedendn C. E. Martin, Wagoner, Okla. 
ae © Kerby, Cordell, Okla 
Washington............. Elizabeth Chamberlain, Bartlesville H. Kingman, Bartlesville 
cic ckpadanan cas E. P. Clap aynoka O. E. Templin, Alva 
Woodward............. J. M. oe man, Woodward Cc. W. mere Woodward 
*Names of officers for 1921 will be added to above as they are reported for the year. 


Blanks indicate no report received in time for addition. 
































She Uns Clinies 
f = =Overland Park. Kansas. 
Tor Nervous & Mental Cases. 
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Diet Plant. 


dar -f lung blue skies and the smoth 
greenness of this upland country, 
add zest to the hiker and ehange 


pale cheeks to rose -.> 275 
































